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ITH the opening of the century which 
we commemorate, 1830-1930, the first 
fifty years of our national existence had 

been celebrated and anxiety as to the permanence 

of the government had been generally allayed. 

Jefferson, Madison, Monroe, and the two Adams 

observed the passing of the semicentennial with 

genuine thanksgiving. The Monroe Doctrine had 
been promulgated and a period of westward 
migration and development, as well as greatly 
increased foreign commerce, had begun. The 
country was prosperous and beginning to feel an 
intense national pride of existence. The battle of 

New Orleans, fought subsequent to the declara- 

tion of peace and in the same year as Waterloo, 

had made of Andrew Jackson a popular idol, and 

Jackson and Calhoun had but recently swept into 

power on the slogan ‘the people shall rule,” de- 

feating John Quincy Adams and Richard Rush, 
the latter the talented son of Benjamin Rush.” 

The hero of New Orleans had but begun his 

wholesale official decapitations and the ruthless 

exercise of the spoils system. 

The spectacular duel between Clay and Ran- 
dolph was still a topic for drawing room gossip in 
official circles. Jefferson and John Adams had 
but recently passed away—Jefferson dying poor 
in purse but rich in the pride of accomplishment 
and in the love of the people. Monroe was strug- 

? Rush and Calhoun were again to oppose each other in the matter of 
the legacy of Smithson which, through the legal ability of Rush, was paid 


to the United States and the acceptance of which by Congress was 
bitterly fought by Calhoun. 


'Read at the Centennial Celebration of the Library of the Medical 
Baltimore, April 23, 1930. 
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gling with poverty while Madison was ending his 
days in comfort at Montpelier. 

Facilities for communication had increased 
enormously. The first steamship had crossed 
the Atlantic; the steam locomotive had been 
perfected, and the first railroad in the United 
States had carried its first passengers. The har- 
vesting machine had been invented, and the 
Morse telegraph was soon to come with a line 
joining Washington and Baltimore. — Joseph 
Lister’s father, the Quaker wine merchant of 
London, student of optics, had perfected an 
acromatic microscope; Daugerre had but recently 
announced his discovery; the British Medical 
Association had been founded; and by the end of 
the first third of the nineteenth century, educa- 
tional and scientific institutions and societies had 
multiplied many fold. Two years after the 
beginning of our period, England passed the first 
anatomical act, thus destroying the business of 
the resurrectionists. Johannes Mueller, the 
father of scientific medicine in Germany, had 
begun his great work, creating a school from 
which trained investigators were to carry forward 
physiological thought. 

The city of Baltimore, with a population of 
70,000, third in size in the United States, was 
growing apace, and ten years after the yellow 
fever epidemic of 1819-20, the city had assumed 
definite leadership in point of shipping. Charles 
Carroll (1737-1832), the last surviving signer of 
the Declaration of Independence, was the pride 


and Chirurgical Faculty of the State of Maryland, held in Osler Hall, 
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of social Baltimore, and his participation in the 
ground-breaking ceremonies inaugurating the 
construction of the Baltimore and Ohio Railroad 
was a gala event. 

World surgery of the period was the surgery of 
Percival Pott, Astley Cooper, Dupuytren, Val- 
peau, John Hunter, and their contemporaries, 
surgery that showed marked advances beyond 
that of Paré and the great Wiseman. Improve- 
ments had come with increased knowledge of the 
nature of disease, born largely of clinical experi- 
ence. The scope of surgery, however, was exceed- 
ingly limited. The pupils of Hunter and Cooper 
ligated blood vessels, cut for stone, dressed frac- 
tures, reduced dislocations, and performed am- 
putations, but with these the chapter closed well- 
nigh abruptly. Occasionally, here and there, 
some bold spirit, such as McDowell, arose or 
stark necessity compelled the blazing of a new 
trail through the surgical wilderness. 

The Maryland Medical Recorder for 1829-30 
fairly mirrors the surgical interest of the day. 
Articles therein published cover such subjects as 
fracture of the spine, stricture of the urethra, 
osteosarcoma, gunshot wounds, and dislocation of 
the thigh. The volume contains also a caustic and 
belittling review of the recently issued Practice 
of Surgery by William Gibson. According to the 
reviewer, who was no doubt Jameson, the editor 
of the journal, Gibson’s book was a poor thing 
that dealt much more with medical remedies than 
with surgical procedures. 

Roux! in narrating his surgical observations in 
London in 1814 notes with considerable pride the 
numerous opportunities afforded him of instruct- 
ing the English surgeons. Among other pro- 
cedures he demonstrated to Astley Cooper the 
application of moxa to white swellings of the 
joints; he instructed Brodie in the application of 
a ligature to a nasal polyp; he applied the bandage 
of Desault to fracture of the clavicle and operated 
for cataract for Lawrence and Travers. 

But even Roux sensed the spirit of progress, a 
new era of study and of experiment, and he notes 
that in Brodie, Travers, Lawrence, Charles Bell, 
Cline and a few others a new generation had 
arisen. He says that Brodie “unites a taste for 
physiological experiments and research to great 
surgical talents,” and we are grateful to him for 
the significant observation that “surgery in 
England, thanks to John Hunter, and since his 
time, enjoys high consideration and has been 
placed at least in the same rank as medicine.” 
Catching the spirit of English surgery, he further 
observes that in sharp distinction to the custom 

1Philibert Joseph Roux, 1780-1854. 


in France, everyone seemed eager to acquire 
fresh knowledge. ‘There are some hospitals in 
London,” he observes, “ which I have never once 
entered without seeing the chiefs surrounded by 
other surgeons of that capital or practitioners o/ 
distant towns. It is extremely rare to see our 
young physicians or surgeons, after having once 
quitted the schools, frequent the places wher 
they have received their first instruction.” 

In addition to the younger London grou) 
named by Roux, and contemporary with them, 
should be mentioned James Syme (1799-1870) o/ 
Edinburgh, who was beginning his long career « 
surgical instruction; Abraham Colles (1773-184; 
of Dublin, who had been teaching for many year: 
and who had described many new and importan! 
procedures; and Valpeau (1795-1867) in France, 
who was well established as a successful teacher 
and operator. Dieffenbach (1792-1847) an: 
Stromeyer (1804-1876) were leading surgica! 
development in Germany; while Pirogoff (181 
1881), German trained, was to lead the van i: 
Russia. In America, Valentine Mott (1785-1865), 
Alexander H. Stevens (1789-1869), Willard 
Parker (1800-1884), John C. Warren (1778-1850), 
Henry J. Bigelow (1818-1890), George McClellan 
(1796-1847), Daniel Brainard (1812-1866), Gur 
don Buck (1807-1877), and scores of others 
stamped American surgery with the impress of 
an ingenuity and resourcefulness surpassing that 
of the old world. But a few years before the 
beginning of our period, Horatio Gates Jameson 
had resected the superior maxilla with a dissection 
demanding not only an intricate and detailed 
knowledge of anatomy, but also indomitable 
patience and courage. Somewhat later, George 
McClellan of Philadelphia, the founder of Jefier 
son Medical School, proved the practicability o/ 
removing the parotid, performing this operation 
eleven times; John Kearney Rodgers of New York 
had successfully wired an ununited fracture, ante- 
dating all attempts to insure union by immediate 
fixation of the fragments; and Benjamin Dudley 
of Kentucky had opened the skull for traumat! 
epilepsy with unprecedented success. 

The story of anesthesia, with the commanding 
figures of Long, Morton, and Jackson, is familiar 
to all. That tense drama enacted in the Massa- 
chusetts General Hospital on the memorabie 
sixteenth of October, 1846, has scarcely been 
equalled in human experience. Because of the 
excessive mortality due to shock and sepsis sur- 
gical operations were not numerous. With but 
rare exceptions, they were undertaken only when 
absolutely necessary and as procedures of last 
resort. Up to the time of Warren’s operation upon 
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Gilbert Abbott, the average number of operations 
performed in the Massachusetts General Hospital 
was but three per month. Warren’s patient, 
fortunately, survived, and the civilized world, as 
fast as communication could carry the news, 
learned of this startling demonstration. But 
anesthesia, while obliterating the pain incident 
to the operation, was all too frequently followed 
by the horrors, the pain, and the prolonged suffer- 
ing incident to sepsis until the emaciated, fever- 
racked patient welcomed death.  Erysipelas, 
tetanus, gangrene, septicemia, and pyemia 
stalked the surgeon as menacing shadows, and 
yet again, a third of a century later, slower in 
development, tardy of acceptance, lacking the 
colorful setting of the birth of anesthesia, came 
Lister’s perfect demonstration of Pasteur’s doc- 
trine—the réle of fermentation in wound infec- 
tion. These two discoveries—anesthesia and 
antisepsis—stand as the brightest stars in the 
surgical firmament. Warren and the group in his 
operating room courageously demonstrated anzs- 
thesia; Lister demonstrated the basic discovery 
of Pasteur, but he supplied the bridge of essential 
ideas, thus evolving a true discovery. 

In 1867, Lister published in the Lancet a paper 
entitled ‘On the Antiseptic Principle Involved in 
the Practice of Surgery.”’ Few surgical innova- 
tions of permanent value have ever been received 
with so much skepticism.! The reports that ema- 
nated from his clinic constituted Lister’s irrefut- 
able answer; excision of the knee joint, wiring a 
fractured patella, the management of compound 
fractures, positive proof of wound healing by first 
intention, all proceeding to recovery without 
fever and without pus. Sydney Smith, founder 
and first editor of the Edinburgh Review, says: 
“He is not the inventor who first says the thing, 
but he who says it so long and loud and clearly 
that he compels mankind to hear him.” In spite 
of Lister’s continued reiteration of his principles, 
medical and lay literature for a generation 
furnished evidences of a strong and powerful 
opposition. In his centennial résumé of American 
surgery (1876), Samuel D. Gross (whose pioneer 
work on pathology has been too much neglected) 
says: ‘‘ The treatment of wounds and injuries has 
been greatly simplified during the last fifty years. 
The importance of rest and of the prevention of 
pain in these and other lesions is universally 
recognized. Little, if any, faith is placed by an 

‘It is curious to note what trivial factors may influence sweeping and 
beneficent improvements. In 1889-90 the chief nurse in Dr. Halsted’s 
operating room in Baltimore complained that the solutions used irritated 
the skin of the hands and forearms of the nurses. Inasmuch as the chief 
nurse was later to become Mrs. Halsted, this would never do and the 
thin protecting rubber glove was promptly devised; at first used inci- 


dentally, now a definite link in the surgical technique chain the world 
over. 


enlightened or experienced surgeon on this side 
of the Atlantic in the so-called carbolic acid treat- 
ment of Professor Lister.” It was not until the 
early eighties that von Bergmann and Schimmel- 
busch and others replaced chemical sterilization 
with the beginnings of the present-day aseptic 
technique. 

In the meantime, the pathology of Rokitansky 
and Virchow based upon the earlier work of 
Morgagni and Bichat had opened the door to new 
concepts of disease. Koelliker had published his 
treatise on histology (1852) and von Graefe was 
beginning his outstanding career in ophthalmol- 
ogy, pathology, and surgery. By 1860, Darwin 
had published his Origin of Species, and in 1861 
reports of Pasteur’s discoveries in bacteriology 
began to appear. Laboratories of physiology and 
pathology were springing up throughout the 
civilized world. Carl Ludwig and DuBois-Rey- 
mond in Germany, Gaskell and later Michael 
Foster in England, and Claude Bernard in France 
led the physiological group, while Virchow alone 
held the throne of pathology. By 1870, bacteri- 
ology was firmly established, and by the early 
eighties numerous bacteriological discoveries had 
been announced. Marked surgical progress had 
to wait for the knowledge of the true nature of 
wound infection and a clearer comprehension of 
normal and pathological physiology. With this 
was born the new surgery—not the surgery of 
boldness or of speed or of last resort, but the 
surgery of the growing knowledge of disease 
processes. Billroth and Mikulicz-Radecki, Czerny, 
Thiersch, von Volkmann, and von Esmarch were 
accomplished operating surgeons before the dawn 
of antisepsis. Their greatest surgical achieve- 
ments, however, followed this era. In England, 
Sir James-Paget was the outstanding figure, while 
in America William W. Keen, Christian Fenger, 
Nicholas Senn, and scores of others, grasping the 
opportunity afforded by asepsis, forged new 
surgical links with life-saving procedures. 

Based upon new contributions to the physiology 
of the central nervous sytem, surgery of the brain 
and spinal cord—regions which had well-nigh de- 
fied the slightest surgical interference—now be- 
came fertile fields for investigation. ‘Through the 
work of Victor Horsley and Sir William MacEwen 
and the later brilliant researches of Harvey Cush- 
ing and Frazier and their pupils, neurological 
surgery has attained a high degree of excellence. 
The surgery of bones and joints, surgery of the 
female pelvis, surgery of the genito-urinary tract, 
and thoracic surgery, have all mounted from the 
most elementary plane to what a generation 
ago would have been considered as impossible 





4 INTERNATIONAL ABSTRACT OF SURGERY 


heights. Advances during the past generation 
have been aided incalculably by the discovery on 
November 8, 1893, of the X-ray. Conrad Wil- 
helm Roentgen thus opened an avenue to accuracy 
in diagnosis quite equal in importance to the 
discoveries of Laennec and Auenbrugger. In this 
discovery, electrophysics illumined new and un- 
explored pathways and made possible investiga- 
tions into fields hitherto forbidden. 

This history of progress in surgery during the 
century may be written after you have consulted 
the shelves of your library. It cannot be written, 
however, merely from the perusal of the accounts 
of the surgical procedures themselves, but must 
be considered step by step in the light of the 
fundamental sciences of physiology, pathology, 
anatomy, bacteriology ,et cetera; hence its develop- 
ment naturally follows in slightly retarded parailel 
the advances in these sciences. As new light is 
shed by experimental physiology and pathology, 
surgery of the thyroid, of the gastric pouch, and 
of the gall bladder, brilliant as they are today, will 
become more brilliant and there will be added the 
surgery of the regions of the body now extra- 
territorial. Lister's discovery was not that of the 
cloistered individual working alone in his labora- 
tory; it was a discovery of the correlating type of 
mind which summoned to its use every atom of 
available knowledge that appeared to have any 
bearing upon its original concept. How much 
Pasteur may have been influenced by Spallanzani 


or Lister by Pasteur, no one can say, but it is 
certain that he who is to make the next discovery 
must bring to his aid the multitude of earlier 
observations—too often isolated—bearing upon 
his problem. 


It is a far cry from the surgery of J. Kearney 
Rodgers and Valentine Mott, of Samuel D. Gross 
and others to the present perfection attainable in 
the hospital surgical clinic, organized with trained 
nurses, assistants, and with greatly improved 
equipment, where operations proceed in every 
detail with clock-like precision. Attacks upo: 
pathology now yield to the unerring accuracy o! 
knowledge and organization. In the early eighties 
Sir John Erichsen (1818-1896) of London state: 
in a public address that ‘surgery had reached it 
limits,” a statement which he himself must have 
recalled with chagrin for before his death he wa: 
to become cognizant of progress that utter], 
revolutionized the surgery of his period of activ: 
labor. With scores of laboratories peopled wit! 
earnest workers, the prophecy may confidently | 
made tnat world surgery has but begun i; 
beneficent role in human welfare. Today no sur- 
geon worthy of the name is merely an operating 
expert; he is an experimental physiologist, a) 
experimental pathologist, and many of th» 
problems which appear today to be primari 
surgical may prove with new knowledge from the 
laboratories to be biochemical or biophysica!. 
Furthermore, equally startling advancements in 
surgery may come from the laboratories of physics 
and chemistry, yielding new methods, new age: 
cies and new disease concepts. 

Surgical progress is an ever-extending line oi 
force, the true resultant of numberless forces «| 
fusing and coalescing at varying angles into 
forward driving power; and so may we say tha! 
the centuries of speculation enshrouded in the mis! 
and mold of superstition made way thus ear!, 
for an era of progress born of experiment. 
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ACUTE HAMATOGENOUS OSTEOMYELITIS 


OF ADOLESCENCE 
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From the Department of Surgery, Tulane University of Louisiana School of Medicine 


A MONG the diseases usually assigned to the 
practice of general surgery there is prob- 
ably none in which the pathology is so well 
understood and an early diagnosis so infrequently 
made as the acute hematogenous osteomyelitis 
of adolescence. There are surgeons of fairly wide 
experience who can truthfully make the statement 
that they have never seen the disease in its really 
acute stage. This is due, on the one hand, to the 
fact that, though the condition is surgical, cases 
presenting it do not usually come originally to 
the surgeon but are seen first by the internist 
or general practitioner who, not infrequently, 
treats them for some other condition, especially 
acute articular rheumatism during the acute stage 
of the disease, and allows them to be referred to the 
surgeon only when the subsequent course of events 
has indicated the mistake in diagnosis. On the 
other hand, not only is the internist or general prac- 
titioner prone to misdiagnose the condition, but 
the surgeon also often fails to recognize it in the 
early stage, in which it is amenable to treatment, 
and temporizes at least to the extent of jeopardiz- 
ing the patient’s chances for complete recovery. 
These two considerations: first, the fact that the 
surgical specialist seldom sees the patient initially, 
and second, that the diagnosis is relatively dif- 
ficult for even the specialist to make, are excuse 
enough for a frequent repetition of the essential 
facts concerning the disease as they are at present 
understood in order that the condition may be 
kept fresh in the minds of all who may be called 
upon to diagnose and treat it. 


DEFINITION 


The acute hematogenous osteomyelitis of ado- 
lescence may be defined as a rapidly developing 
osseous inflammation originating as a local in- 
fection of the bone marrow in the course of a 
blood-borne bacterial invasion and characterized 
by a tendency to spread rapidly, to involve all of 
the structures of the bone in an extensive necrosis, 
to produce a profound systemic toxemia, and 


either to overwhelm the patient rapidly or, be- 
coming chronic, to exhaust the patient with its 
complications and sequel. Another, and more 
succinct definition, describes it as ‘‘a pyeemia which 
metastasises in bone.” 


ETIOLOGY 
Age and sex incidence 

Acute hematogenous osteomyelitis is a disease 
primarily of childhood and early adolescence 
which affects boys somewhat more frequently 
than girls. In a series of cases reported by Farr 
(5) there were 58 boys and 40 girls; in a series 
reported by Pfeiffer (14), 14 boys and 11 girls; and 
in a series reported by Doran and Brown (3), 44 
boys and 27 girls. Kennon (8) has tersely de- 
scribed its maximal age and sex incidence in his 
use of the term “‘school boys’ disease.”” ‘The reason 
for the particular prevalence of the condition 
among boys may be sought in the fact that boys 
are doubtless less cleanly than girls and more sub- 
ject to cuts, bruises, abrasions, acne, furunculosis, 
and exposure to cold and wet. From a considera- 
tion of the pathological changes, which will sub- 
sequenfly be described, it would appear that the 
typical lesion may occur at any time in life from 
birth up to the age of fusion of the epiphysis with 
the diaphysis. Caldwell (2) gives five and fifteen 
years as the characteristic extremes. Maes (10) 
considers the typical age incidence as between 
two and eighteen years, and Speed (16), in re- 
viewing a series of 131 cases of what he calls 
“diffuse” osteomyelitis (the usual form) said that 
70 per cent of the cases occur between the ages 
of eight and fourteen years. 

Bacteriology 

It may be stated in a general way that any of 
the pus-producing organisms may initiate the 
typical lesion of osteomyelitis. The staphylococ- 
cus, particularly the staphylococcus aureus, is by 
far the most typical and important microérganism 
and produces the lesion in its most acute and 
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characteristic form. The streptococcus is also an 
important causative agent, but by no means as 
frequent an invader as the staphylococcus; how- 
ever, it runs the staphylococcus group a very close 
second as far as virulence is concerned. Rela- 
tively unimportant invaders are the pneumo- 
coccus, the influenza bacillus, the bacillus typho- 
sus, and the bacillus paratyphosus. 

In a recent study of cultures from 43 cases, 
Farr (5) found the incidence of the various 
organisms as follows: staphylococcus aureus, 26 
cases; staphylococcus combined with strepto- 
coccus, 5 cases; staphylococcus albus, 4 cases; 
streptococcus alone, 1 case; pneumococcus, 2 
cases; and a combination of streptococcus, 
staphylococcus, and diphtheroid organisms, 1 
case. In 4 cases the cultures were sterile, and in 
4 cases positive blood cultures were obtained. 

The important foci of infection from which 
the organisms are derived, in the case of the 
staphylococci, are apparently lesions of the ex- 
ternal body surfaces, such as furuncles, patches 
of impetigo, septic cuts, and abrasions, and the 
umbilical sepsis of the newborn. In cases in 
which the streptococci can be incriminated, their 
derivation can often be traced to the tonsillar 
crypts, infected sinuses, and otitis media. The 
gastro-intestinal tract below the cesophagus, 
specifically Peyer’s patches, has been repeatedly 
implicated as a focus of infection. Measles, scar- 
latina, and variola may likewise cause the funda- 
mental pathological changes to which osteo- 
myelitis is secondary. It must be emphasized, 
however, that not infrequently the portal of 
entrance of bacteria is of microscopic size and 
that such a portal of entry may not manifest the 
usual signs of inflammation by which it may be 
recognized clinically. 

The occurrence of trauma is not considered of 
particular etiological significance in the localiza- 
tion of the lesion. Certainly such experimental 
data as are at present available fail to corroborate 
such a hypothesis, and Farr (5) has recently 
urged against the view the following observations: 

1. There is a history of trauma in only about 
a third of the cases. 

2. In cases in which there is a history of injury 
the latter is usually trivial, so trivial, in fact, as 
to have left no evidence of its presence at the 
time the patient comes under observation. 

3. The infection characteristically starts in a 
part of the bone which is naturally well protected 
against the effects of trauma. 

4. Osteomyelitis is rare in cases of simple 
fracture in which conditions are ideal for its 
development. Moreover, in children, in whom 


the disease occurs characteristically, the separa- 
tion of epiphyses, virtually at the site of election 
of the lesion, is by no means commonly asso- 
ciated with its development. 

5. Trauma in analogous pyemic abscess for- 
mation, as in abscess of the lungs, liver, and kid- 
neys, is not considered of particular etiological 
significance. 

Probably the truth with respect to the im- 
portance of trauma in osteomyelitis is that minor 
trauma simply attracts attention to a lesion al- 
ready becoming established, as is believed to be 
frequently the case in various other abnormal 
processes such as the development of carcinoma- 
tous nodules in the female breast. 


ANATOMY 
Diaphysis, epiphysis, metaphysis 
A good many years ago, Lexer showed that the 
nutrient artery supplying long bones character 
istically enters the shaft of the bone, its diaphysis, 
in its mid-portion, and soon thereafter subdivides 
into 2 branches, one going to either end of the 
bone. The latter divide and subdivide until 
ultimately they end in fine capillaries about the 
epiphyseal end of the shaft which is known as 
the metaphysis. That the metaphysis is ana- 
tomically distinct from the diaphysis and also 
from the epiphysis has been emphasized by 
Tillier (17), who has made the observation that 
not infrequently, especially in the adolescent, the 
metaphysis is marked off from the diaphysis 
proper by definite lamella of bone which can be 
demonstrated both skiagraphically and by dis- 
section. 


PATHOLOGY 


The infection, which, as has been stated is 
dependent upon a pre-existing bacteremia, arises 
characteristically in the metaphysis of the bone 
and goes through the processes of inflammation 
congestion, exudation, infiltration, death of tis- 
sue, suppuration, sloughing, sequestration, and 
healing. In the development of this sequence, 
destruction of tissue occurs in the path of leasi 
resistance. This may sometimes mean the in- 
vasion of the bone marrow in a retrograde man 
ner, but usually involves extension of the process 
by way of the haversian canals to the surface o! 
the cortex of the bone. At this point it meets th« 
resistance of the periosteum, which it lifts and 
under which it burrows for a varying distance. 
In the absence of surgical treatment, the pus anc 
necrotic material sooner or later erode and bursi 
the periosteum and infiltrate still further along 
tissue planes, eventually penetrating to th 
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exterior through the skin after extensive damage 
to the structures through which the destructive 
process has made its way. It should be noted in 
this connection that osteomyelitis, except in ex- 
ceedingly rare instances, never begins in the 
epiphysis of the bone, and the designation “ep- 
iphysitis” cannot be used as descriptive of the 
lesion. Furthermore, although inflammation of 
the periosteum invariably occurs in connection 
with the lesion, the term ‘“‘periostitis” does not 
describe the essential features of the pathological 
change, and ‘its use as descriptive of the process 
should be avoided. 

The mechanism of the incipience of osteomye- 
litis has been by no means settled. That a bac- 
teremia may occur in an otherwise fairly healthy 
person and that this process may succumb to 
natural processes of immunity without proceed- 
ing to active mischief is doubtless beyond ques- 
tion. On the other hand, when bacteria are arti- 
ficially introduced into experimental animals, 
they may or may not produce pathological 
changes which include osteomyelitis as one of 
their component parts. In this connection, the 
experiments of Lexer are in point. Lexer found 
that when large numbers of virulent bacteria were 
introduced into the blood stream, death from 
toxemia occurred within twenty-four hours, and 
this in the absence of abscess formation. On the 
other hand, less virulent and less concentrated 
suspensions of bacteria introduced in the same 
manner showed a tendency to produce abscesses 
in various tissues, and abscess formation was 
more apt to occur in the bone marrow the less 
virulent and the less concentrated the suspension 
of bacteria. Two slightly different mechanisms 
have been proposed as explaining the reason for 
the localization of the process of osteomyelitis in 
the metaphysis rather than elsewhere: 

The first hypothesis is based on the assumption 
that the process is essentially one of thrombo- 
arteritis or thrombophlebitis. According to this 
theory, minute conglomerations of organisms 
which are able readily to pass through the rela- 
tively large capillaries of the lung or the brain 
cannot pass through the narrow, tortuous, and 
inelastic capillaries of the metaphysis. This is 
the theory most commonly advanced and the one 
which is probably most generally accepted. 

The second theory is based on experimental 
data. Assuming that bacteria, as such, are 
responsible for the initiation of the lesions of 
osteomyelitis, Robertson (15) and various others 
before him reported that when bacteria in sus- 
pension are introduced into the blood stream of 
experimental animals the organisms can be dem- 
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onstrated for some hours thereafter almost equally 
distributed throughout the extent of the medulla 
of the bones. During this period the metaphysis, 
which, according to the preceding theory, might 
be expected to contain the largest number of 
organisms, actually contains relatively few. A 
number of hours later, however, the opposite con- 
dition prevails, the central part of the diaphysis 
being then relatively free and the metaphysis 
containing conglomerated clumps of bacteria in 
relatively large numbers. The theory which has 
been advanced to explain these experimental data 
is that, in the shaft of the bone, in which the 
movement of the blood stream is fairly rapid and 
oxygenation is also adequate, phagocytosis can 
take place effectively whereas in the diaphysis 
venous drainage is so slow and oxygenation so 
inadequate as to allow the multiplication of 
organisms necessary to produce the initiation of 
an acute osteomyelitic process at this point. This 
theory is an interesting one and at least has a 
background of experimental evidence in its favor. 
Uffreduzzi (18) has observed that the location 
of an infection in bone corresponds to the area 
of most active growth and consequently to the 
area of greatest blood supply. As, in infancy, 
growth is most active at the epiphysis, epiphysitis 
ismoreapt to occur during this age period, whereas 
from five years on to adolescence the greatest 
developmental activity is located about the me- 
taphysis and the usual form of osteomyelitis 
is accordingly characteristic of this age period. 
Uffreduzzi further affirms that the characteristic 
points of development are found in such bones 
and in the particular end of such bones as are 
undergoing most active growth, statements which 
are interesting, but are not, however, in all 
probabwity, altogether according to the facts. 


SYMPTOMATOLOGY 


The symptoms in hematogenous osteomyelitis 
are variable. A typical history has been described 
which can be considered classical, and yet the 
variations from type are so numerous that it is 
impossible to maintain the contention so fre- 
quently expressed that a diagnosis of osteo- 
myelitis can be made merely on the basis of the 
history and in the absence of a physical examina- 
tion, as, for instance, over the telephone. The 
variation from type has perhaps been too little 
emphasized and has undoubtedly given rise to 
many mistakes in diagnosis. An analogy between 
hematogenous osteomyelitis and acute appendi- 
citis in this respect has been frequently cited. 
In the typical case both conditions present a 
history which is diagnostic and which excludes 
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other conditions almost entirely. On the other 
hand, both may at times have variations in his- 
tory and physical findings so protean as to tax 
the diagnostic power of the most skillful. 


Typical symptoms of a case of moderate severity 


In a case of typical osteomyelitis of moderate 
severity,the patient, who is a child, usually a boy 
of school age, presents the usual evidences of 
toxemia, especially the occurrence of chills and 
fever. The fever usually ranges from 103 to 104 
degrees F. This much of the syndrome must be 
considered as essential, both on the basis of a 
consideration of the pathological changes in- 
volved and on the basis of clinical experience in 
the diagnosis of the condition. In addition to the 
chills and fever, other constitutional signs of the 
toxemia may be manifest, such as vomiting, 
dryness of the tongue, headache, rapid pulse, and 
prostration. Locally, the symptoms are those of 
a circumscribed inflammatory process consisting 
at the outset of acute and persistent localized 
pain in the region of a joint, that is to say, over 
the metaphysis of a bone. The pain is near the 
joint but not in it, as can be demonstrated by the 
fact that the joint surfaces may be moved pain- 
lessly over each other when the limb is properly 
supported and the manipulation is performed 
with gentleness. The character of the pain is 
described by Kennon (8) as “‘one finger rheuma- 
tism.’’ The pain is severe and sticking, and almost 
invariably the patient can set a definite time at 
which it commenced. As the pain is incompatible 
with sleep, patients in whom it developed during 
sleep will give a history of having been awakened 
and will often know the exact hour at which it 
occurred. Those who are stricken during the day- 
time will not infrequently be able to give exact 
details as to the hour, the place, and the nature 
of the activity in which they were engaged at the 
time of onset of the symptoms. 

The blood picture constantly shows a leuco- 
cytosis. Maes (10) says that from 20,000 to 
30,000 white cells is a characteristic finding. 
Hupp (7) places the extreme at from 25,000 to 
40,000, and Farr (5), at from 10,000 to 60,000, 
with an average of 20,000. The leucocytosis is a 
polymorphonuclear leucocytosis. Farr (5) places 
the incidence of polymorphonuclear leucocytes at 
8o per cent. 

Radiologic findings may never be relied upon to 
substantiate the diagnosis of acute osteomyelitis. 
The taking of a skiagram within the first forty- 
eight hours of an attack is futile because at this 
stage of development of the condition the bone 
changes have not progressed to such a point as 


to influence the radiopacity of the bone and sur- 
rounding structures. 

In cases in which a diagnosis has been unduly 
delayed, that is, beyond forty-eight hours, various 
late signs may occur, such as local tenderness, 
local redness, and even, at times, fluctuation. 
The most frequent point of tenderness in the acute 
stage may be sought as follows: 

In the case of the tibia, palpate at the lower 
end of the bone the posterior aspect just above 
the epiphyseal line, and at the upper end of the 
bone the antero-internal aspect just below the 
epiphyseal line. In the case of the femur, palpate 
at the lower end of the bone the posterior aspect 
just above the epiphyseal line, and at the upper 
end of the bone the antero-internal aspect of the 
neck of the femur. In the case of the humerus, 
palpate, for the lower end, the posterior surface 
just above the epiphyseal line and, for the upper 
end, the antero-internal aspect of the neck of the 
bone. In the case of the upper end of the ulna 
palpate the posterior surface and, in the case oi! 
the radius, the anterior surface of the lower end 
just above the epiphyseal line. 


Distribution of lesions 


The characteristic distribution of lesions in 
osteomyelitis, that is, the percentage distribution 
of the lesion with respect to the various bones is 
important because in this condition, as in various 
other diseases, the factor of probability may fre- 
quently mean the difference between a correc! 
and an incorrect diagnosis. 

In 160 cases Speed (16) found the tibia in- 
volved in 4o per cent, the femur in 35 per cent, 
the humerus in 7 per cent, the radius and ulna 
in 7 per cent, the fibula in 2 per cent, and 2 or 
more of the bones simultaneously in 16 per cent. 
Gibson (6) found that of 59 cases, 44 showed the 
infection in the lower extremity. Pearson (12) 
gives the following order of frequency with respect 
to the occurrence of the lesions of osteomyelitis: 
(1) lower end of femur, (2) upper end of tibia, 
(3) lower end of tibia, and (4) upper end oi 
humerus. Lesions were also found affecting the 
radius, clavicle, and ilium. Farr (5) reports the 
following distribution: femur, 40 cases; tibia, 14: 
mandible, 11; multiple foci, 10; humerus, 9; 
tarsus, 5; radius, 5; rib, 5; cranium, 4; os calcis, 
4; metacarpals, 4; fibula, 3; ulna, 2; scapula, 1; 
and clavicle, 1. 


Variations from type 


With reference to the various aberrant type 
which may occur in osteomyelitis, one can scarcely 
do better than refer to the classification of Farr 




















(5), who describes 4 types, of which the most 
common variety is the third. 

1. The fulminating type. In this type the pa- 
tient is overwhelmed by the toxemia from the 
onset and usually dies, in spite of treatment, at 
about the time of appearance of the first localiz- 
ing signs. 

2. The severe acute type. This type is character- 
ized by high temperature, profound prostration, 
and slight but definite localizing signs. The pa- 
tient’s resistance is sufficient if the diagnosis is 
made promptly and the proper treatment is in- 
stituted immediately, but if proper treatment is 
not given at once death usually ensues rapidly. 

3. Ordinary acute case. In the ordinary acute 
case the temperature is 102 degrees F. or there- 
abouts, the pulse is moderately rapid, the prostra- 
tion is only slight, and the local reaction is mild. 

4. Mild cases. In cases of a mild type the 
systemic reaction is minimal and the localizing 
signs are moderate. 

With respect to variations from type it should 
be noted that unusual localization of osteo- 
myelitis, such as in the bones of the pelvis may 
lead to mistakes in diagnosis. Therefore the aim 
of the diagnostician should be to keep the unusual 
manifestations of the disease in mind to such an 
extent that mistakes in diagnosis will be minimal. 
Several observers have called attention to the 
difficulty involved in diagnosing osteomyelitis of 
the ilium and the ease with which this condi- 
tion may be mistaken for peritonitis due to ab- 
dominal disease or for acute hip-joint disease. 
Localization of an osteomyelitic process in the 
ilium is not very rare. It occurred 7 times in 
540 cases of osteomyelitis reported from the 
Children’s Hospital in Boston by Peeremans (13), 
and Bearse (1) has suggested that it should be 
considered in connection with any painful hip 
that permits motion. 


DIAGNOSIS 


As has been previously emphasized, the diag- 
nosis of acute osteomyelitis is too frequently 
missed. Pearson (12) has voiced the opinion that 
there is ‘‘no single disease that isa greater reproach 
to the medical profession,’ and Hupp (7) says 
that “more sins of omission and commission occur 
in connection with osteomyelitis than in all the 
frequent diseases in surgery.’’ Mistakes in the 
diagnosis of acute osteomyelitis are made usually 
as the result of an oversight. They can hardly 
be made if the condition is constantly borne in 
mind as a possibility. In children, an acute per- 
sistent pain occurring near but not in a joint and 
accompanied by a fairly well marked constitu- 
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tional reaction should suggest osteomyelitis to 
both the surgeon and the general practitioner un- 
less this condition can be definitely excluded. 
Acute cases are characteristically misdiagnosed 
either as acute rheumatic fever or acute arthritis. 
However, if they are seen after the lapse of hours 
or several days, at which time signs of local in- 
flammation may be present, a diagnosis of simple 
abscess or phlegmon may be made. As the result 
of thoughtlessness, certain cases belonging to the 
class which show profound toxemia may be 
treated for typhoid fever, acute generalized 
miliary tuberculosis, or certain other prostrating 
conditions. 

As to the differential diagnosis of cases of 
osteomyelitis, the following facts should be borne 
in mind: 

1. Osteomyelitis is a disease which occurs 
characteristically in older children and early ado- 
lescents, whereas acute hematogenous arthritis 
is characteristically a disease of babies and very 
young children, and rheumatic fever affects older 
adolescents and young adults. 

2. Acute hematogenous osteomyelitis occurs 
near but not in the joint, whereas acute rheumatic 
arthritis and acute hematogenous arthritis occur 
as joint affections. 

3. In arthritis, joint motion cannot be toler- 
ated, whereas in osteomyelitis passive movement 
of the joint near the site of the lesion is relatively 
painless provided it is instituted with extreme 
gentleness. 

4. “Cases of osteomyelitis typically manifest 
the phenomenon of retarded bone tenderness” 
(Pearson). In other words continued gentle pres- 
sure over the shaft of the affected bone at a dis- 
tance from the site of the lesion causes sudden 
acute pain over the involved area. 

5. Local applications over the lesions of acute 
rheumatic arthritis and anodynes administered 
by mouth in such cases are productive of much 
more relief than occurs when osteomyelitis is 
similarly treated. Furthermore, there is a marked 
tendency for the multiplication of lesions in 
rheumatic arthritis; there may be indications that 
one joint is recovering while another is becoming 
involved. 


PROGNOSIS 

If the diagnosis is made sufficiently early and 
the proper treatment is then instituted, the mor- 
tality in osteomyelitis should be nil. The con- 
valescence should be no different from that after 
an abscess of the soft parts, and there should be 
no necessity for a secondary surgical interven- 
tion. However, if operation is delayed and the 
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condition becomes chronic, its treatment will re- 
quire a serious mutilating operation, usually a 
series of such operations, and there will be a 
period of invalidism which may last for many 
years, possibly the rest of the patient’s life. 

Chronic osteomyelitis with its own peculiar 
pathological changes and its own indications for 
treatment constitutes a separate chapter in 
surgery. 


TREATMENT 


Prophylactic treatment. The pathogenesis of the 
disease which incriminates foci of infection should 
put the practitioner of medicine on guard in cases 
of acne vulgaris, chronic infection of the tonsils, 
chronic intestinal infection, and various other 
local infections. Patients at the osteomyelitic 
age who present such lesions should be encouraged 
to eradicate possible foci of systemic infection 
and should be discouraged from participating in 
a too active life since in certain cases repeated 
trauma possibly stands in a causal relation to the 
development of the condition. 

Surgical treatment. The condition of osteomye- 
litis is as essentially surgical as acute appendi- 
citis except that, whereas the average case of acute 
appendicitis tends to become quiescent, the case 
of acute osteomyelitis never becomes quiescent, 
but, on the contrary, tends to become fulminant 
and to jeopardize life. 

The operative treatment of the condition must 
always be considered an emergency procedure in 
which minutes count and a delay of hours may 
mean the difference between life and death. It 
should be emphasized that an operation per- 
formed at the earliest possible moment in these 
cases, even if performed by unskillful hands, is 
undoubtedly to be preferred to any considerable 
delay provided the operative procedure is ra- 
tional. 

1. Systemic treatment. Although operative 
treatment, which is local, is the treatment par 
excellence for osteomyelitis, the general supportive 
treatment, including the application of heat to 
the body surfaces, and even blood transfusion in 
very fulminant cases, must be recognized as an 
important factor which may turn the tide either 
in favor of or against the patient. 

2. Local treatment. The indication in local 
treatment is for adequate drainage of the focus 
of infection combined with immobilization of the 
affected parts and the prevention of added 
trauma. The osteomyelitic process is essentially 
an abscess of bone. Just as in abscess of soft 
parts, drainage must be instituted early and thor- 
oughly. Other things being equal, one who under- 





takes the treatment of a case of acute osteomye- 
litis may be forgiven if his treatment is a little 
too radical but may not be forgiven if his treat- 
ment is insufficient. Most surgeons advocate, as 
the minimum, incision through the skin in the 
proper muscular interspace, directly through the 
soft tissues and periosteum, with the establish- 
ment of drainage by the production of multiple 
small drill holes in the substance of the metaph- 
ysis. 

In cases seen and diagnosed early and treated 
by the method just described the uninitiated may 
be led to believe temporarily that a mistake in 
diagnosis has been made because, when the cortex 
of the bone is opened, no pus is discovered. Pos- 
sibly there may be a small dribble of liquefied 
fat from the drill holes, but in some cases no 
exudation at all may be noticed. However, a free 
drainage of pus will be established within from 
twelve to twenty-four hours and the correctness 
of the diagnosis thus proved. Certain authorities, 
notably Lewis, have stated that, if pus is located 
beneath the periosteum, a simple incision through 
the periosteum without entering the bone is suf- 
ficient; that such a procedure will relieve the 
tension of pus below the periosteum, will, in fact, 
relieve the toxemia from which the patient may 
be suffering, and will not be incompatible with a 
subsequently more radical procedure in case such 
a procedure may be deemed advisable. With this 
view the majority of surgeons are in disagree- 
ment. As in virtually all cases the lesion is 
situated deep in the bone, the added trauma in- 
cident to the establishment of drainage by mul- 
tiple drill holes is insignificant in comparison with 
the relief derived from adequate drainage. Mal- 
let and chisel, which cause more trauma than a 
drill, should be used only when a drill is not 
available. 

The teaching of Cohn (3) is most rational. 
Cohn says “‘The bone should be approached by 
the most direct route without doing damage to 
important structures. Where possible, approach 
in the intermuscular planes is preferred. If one 
finds pus under the periosteum he should not 
stop but proceed to open the medullary canal, 
as the infection has reached the cortex, through 
the haversian system and is primarily within the 
canal.’’ In making the incision for the establish- 
ment of drainage, areas in the region of large blood 
vessels should be avoided because of the danger 
that the subsequent infection may cause erosion 
of the vessels and unnecessary hemorrhage may 
result. Care should be taken also to avoid the 
epiphyseal line, since the subsequent growth of 
the bone depends upon the integrity of this area. 
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There is a fairly general consensus of opinion that 
the use of the curette or any other similar in- 
strument within the marrow cavity is definitely 
contra-indicated in the treatment of acute osteo- 
myelitis for the same reason that it is contra- 
indicated in phlegmon elsewhere in the body. The 
usual teaching is to pack the wound open follow- 
ing operative intervention, but to avoid the use 
of rubber drains. 

Postoperative treatment. Most authorities are 
agreed that the principal postoperative indica- 
tions are: first, supportive measures; second, rest, 
both general and local; and third, general hy- 
gienic measures. Orr (11) has recently advocated 
extreme rest. After promoting free drainage by 
cutting down upon the affected bone area, re- 
tracting the skin edges, together with the muscles, 
fascia, and periosteum, chiselling a window into 
the affected bone area so as to remove all of the 
affected bone and to leave no overhanging edge, 
cleaning out the diseased bone gently, either with 
a gouge or curette, wiping the wound thoroughly 
with 10 per cent iodine followed by 95 per cent 
alcohol, packing the wound wide open with 
sterile moist gauze packs, and covering with a 
dry sterile pad well bandaged on, he performs any 
reasonable forcible manipulation that is necessary 
to obtain correct anatomical position of the parts 
for splinting and then places the affected member 
preferably in a plaster cast although in some 
cases he uses ice-tongs. The wound thus dressed 
is left undisturbed until re-dressing becomes ab- 
solutely necessary, as indicated by a rise in the 
temperature, other signs of acute sepsis, or an 
unbearable odor. As a rule Orr dresses his pa- 
tients at intervals of from ten days to four weeks, 
the indication for the dressing being usually the 
character of the odor. His teaching is perhaps a 
little too radical in respect to both the method 
of opening the bone and the extreme rest. Prob- 
ably most men will prefer to modify such treat- 
ment in accordance with the principles discussed. 
Lewis (9) advocates draining a subperiosteal 
abscess without cutting the bone. If the condition 
of the patient does not improve or if there is 
definite evidence of a suppurative process in the 
cortex of the bone, he later opens the marrow 
cavity. This treatment seems irrational as only 
slight additional trauma is inflicted by the drilling 
of multiple holes in the metaphysis of the bone 
and if such a procedure is indicated at all, it 
certainly is indicated at the time of the institu- 
tion of the original operative procedure and not 
after further progress of the symptoms with con- 
sequent added toxemia has jeopardized the pa- 
tient’s chances of recovery. Chatterton favors 
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aiding drainage with moist dressings saturated 
with normal saline solution or boric acid, but 
advises that such applications be stopped short 
of skin maceration. He adds that Dakin’s method 
of irrigation or tidal wave irrigation with various 
antiseptics may be used to advantage. The ap- 
plication of moist dressings may be beneficial, but 
the use of antiseptics is probably rarely necessary 
in acute cases. 
CONCLUSION 

1. Acute osteomyelitis is a surgical emergency 
as acute as any emergency known to surgery. 
Minutes count in getting the patient to a place 
where he can be operated upon. 

2. General practitioners usually see cases of 
osteomyelitis first, and upon them, therefore, 
usually rests the responsibility of early diagnosis. 
Since mistakes in diagnosis usually arise from the 
practitioner’s failure to think of the possibility 
of the condition, its essential features should fre- 
quently be brought to the attention of the pro- 
fession at large. 

3. If, in a given case, there is doubt as to 
whether operation should be performed or not, 
a safe rule to follow is, to paraphrase an aphorism 
coined with respect to drainage in abdominal sur- 
gery, “when in doubt, operate.” 

4. The skiagram is of merely negative value in 
early diagnosis. 

5. Mere opening of the periosteum after the 
superficial tissues have been cut through is prob- 
ably never enough. Whether pus is found or not, 
multiple drill holes should be cut into the cortex 
over the metaphysis, and even then the absence 
of frank pus does not necessarily mean a mistake 
in diagnosis if the case is an early one. 

6. fh osteomyelitis of the neck of the femur 
(hip-joint arthritis), the complication of sup- 
purative arthritis is the rule because of the ana- 
tomical peculiarity of this articulation, the epiph- 
ysis being included entirely within the joint 
capsule. 

7. It is far better to perform the operation for 
osteomyelitis under unfavorable conditions than 
to risk any considerable delay incident to trans- 
portation of the patient to a distance with con- 
sequent loss of a number of hours of valuable 
time. 
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SURGERY OF THE 
HEAD 


Murard, J.: Primary Osteomyelitis of the Frontal 
Bone (Ostéomyélite primitive du frontal). Bull. et 
mém. Soc. nat. de chir., 1929, lv, 1400. 


A boy seven years of age was brought to Murard 
for treatment for exophthalmos on the left side of 
twelve days’ duration. An abscess found in the 
upper part of the orbit was drained. The pus con- 
tained staphylococcus albus in pure culture. At 
first, improvement in the child’s condition was 
noted, but a week later it was necessary to open a 
small collection of pus on the inner part of the orbit. 
\lthough the incision healed promptly, the tempera- 
ture continued to rise. A search for a lesion of the 
frontal sinus was negative, and there were no symp- 
toms pointing to the ethmoid. However, pain on 
percussion was noted before long in the frontal bone 
at the level of the left frontal ridge, and twenty-four 
davs after the first operation slight oedema became 
apparent in this region and quickly increased. Three 
days later, i.e., twenty-seven days after the first 
operation, the frontal region was widely incised. 
The bone was found denuded and roughened by 
osteomyelitis. The external table was resected over 
an area the size of the palm of a child’s hand. The 
osteomyelitic process had not invaded the inner 
table. When the superior border of the orbit was 
incised and the contents of the orbit were depressed 
a zone of osteomyelitis was discovered in the roof of 
the orbit. This was cleaned out as thoroughly as 
possible with the gouge. Wick drainage was estab- 
lished. Sixteen days later a sequestrum the size of a 
5-franc piece was removed from the frontal bone. 
Beneath it a cystic cavity containing half a liqueur 
glass-full of a syrupy fluid was discovered. The floor 
of this cavity showed the ostium of a fistula from 
which a little pus escaped when the child cried or 
coughed. No attempt was made to open the fistula. 

After the removal of the sequestrum the child’s 
condition improved. While the left eve remained de- 
pressed, sight was unimpaired and movements of the 
eveball were not limited. One year after apparently 
complete cure, the suppuration in the frontal region 
recurred and the child died of meningitis. 

The author discusses whether extensive resection 
of the frontal bone should have been done at once, 
and whether the attempt to save the eyeball was 
justified. He points out the difficulties of resection 
of the frontal bone. He believes that saving the eye 
Was justifiable under the circumstances as the fron- 
tal origin of the disease was at first only hypothetical. 

FLORENCE A. CARPENTER. 
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HEAD AND NECK 


EAR 


Reuben, M. S.: Otitic Complications. 
Pediat., 1930, xlvii, 88. 


Arch. 


Complications and sequel of otitis media in chil- 
dren are discussed from the clinical point of view. 
The complications considered are mastoiditis, sinus 
thrombosis, labyrinthitis, meningitis, and abscesses 
of the brain. The anatomical conditions peculiar to 
infants are described, and the necessity for close 
coéperation between the pediatrician and otologist 
is emphasized. 

Acute purulent otitis media in infants is usually 
due to decomposition of amniotic fiuid in the eusta- 
chian tube and middle ear. The local signs are fre- 
quently masked by the general symptoms. <A rela- 
tionship between ear infections and severe nutri- 
tional disturbances has been demonstrated. 

The opinion is advanced that all cases of mas- 
toiditis are essentially surgical. The suggestive 
symptoms of mastoiditis are discussed in detail. Im- 
mediate surgery is indicated by symptoms of intra- 
cranial involvement, suppurative labyrinthitis, and 
facial paralysis. The appearance of polypi in the 
middle ear and an acute mastoiditis superimposed 
on a chronic otitis media also call for operative in- 
terference. 

The symptoms of sinus thrombosis are local and 
general. The systemic manifestations include fever, 
chills or chilly sensations, headache, metastatic 
signs, changes in the fundi, myalgic and arthritic 
symptoms, pustules, petechiw, and a positive blood 
culture.* Among the local signs are swelling behind 
the mastoid, enlargement of the glands at the angle 
of the jaw, pain along the back of the neck, abscesses 
of soft parts in the vicinity of a venous radicle, and 
a painful strand in the neck along the jugular vein. 

Enlarged glands should not be considered the 
cause of prolonged fever unless they suppurate. A 
search should be made for the offending focus. The 
author lists twenty causes of persistent elevation of 
the temperature after mastoidectomy. 

Meningeal symptoms may appear at the onset of 
mastoiditis and disappear after mastoidectomy. A 
prognosis in cases of meningitis sympathetica is al- 
ways hazardous. Meningitis is indicated by a con- 
tinuous high temperature, headache, and irregular 
attacks of delirium. The general symptoms of 
meningeal involvement are dependent upon general 
toxemia, cerebral irritation, and cerebral com- 
pression. 

Vertigo, nystagmus, and disturbances of equi- 
librium indicate interference with the vestibular 
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apparatus. The tests employed to determine the state 
of the labyrinth are rotation tests, caloric reactions, 
the fistula test, galvanic tests, past pointing, and 
tests of equilibrium. It is impossible to differentiate 
clinically between a diffuse serous and a diffuse pu- 
rulent labyrinthitis. 

The end of the article consists of a discussion of 
intracranial complications and a general review of 
diagnostic tests. W. M. Paton, M.D. 


MOUTH 


Gask, G. E.: The Study of the Treatment of Epi- 
thelioma of the Tongue by Radium. Lancet, 
1930, CCXVill, 223. 

The author compares the treatment of epithelioma 
of the tongue by surgical excision and by radium ir- 
radiation. He states that, according to statistics, the 
incidence of five-year survival is as high after radium 
treatment as after surgery. 

In the treatment of the tumor of the tongue itself, 
radium irradiation presents no difficulties and is to 
be preferred to surgery because it results in healing 
without mutilation and leaves the tongue mobile. 

The treatment of the lymphatic glands still re- 
mains a problem. Some workers advise block dissec- 
tion on one or both sides; others, dissection plus ra- 
dium irradiation; and others radium irradiation 
alone. 

In conclusion, the author emphasizes that, what- 
ever the method used, the treatment must be given 
early. LAWRENCE Curtis, M.D. 


PHARYNX 


Miller, M. V.: The Lingual Tonsil. Laryngoscope, 
1930, xl, 117. 

The anatomy of the lingual tonsil is briefly re- 
viewed and the conditions affecting this segment of 
Waldeyer’s ring are discussed in detail. The author 
emphasizes that a thorough examination of the re- 
gion requires the use of a laryngeal mirror. 

The lingual tonsil may be the site of acute or 
chronic diseases, hypertrophy, abscesses, lues, tuber- 
culosis, hyperkeratosis, leprosy, neoplasms, or for- 
eign bodies. The most frequent condition is hyper- 
trophy. Acute lingual tonsillitis is a clinical entity. 
The possibility that the lingual tonsil may act as a 
focus of infection should be borne in mind. 

In chronic infection, excision of the lingual tonsil 
is the method of choice, but cauterization is often 
beneficial. W. M. Patox, M.D. 


Clerf, L. H.: Pulmonary Abscess Following Tonsil- 
lectomy: Bronchoscopic Considerations. Arch. 
Otolaryngol., 1930, Xi, 192. 

Carmody, T. E.: Pulmonary Abscess Following 
Tonsillectomy: Laryngological Aspect. Arch. 
Otolaryngol., 1920, Xi, 200. 


CLERF states that bronchoscopy should be given 
a trial in cases of pulmonary abscess as it has been 
found that benefit results when drainage is improved 


by way of the natural channels. He reviews a series 
of seventy-seven cases. In 65 per cent of these the 
abscess occurred between the ages of twenty and 
forty years, and in seventy-three it followed the use 
of general anesthesia. The involvement was dis- 
covered most frequently in the right lung and in the 
upper lobe. Clerf concludes that bronchoscopic ex- 
amination is indicated in every case in which there is 
doubt as to the diagnosis of pulmonary abscess and 
that it should be done early. It has few contra-indi- 
cations. As no definite rules can be formulated as to 
the length of treatment, codperation between the 
internist, roentgenologist, surgeon, and broncho 

scopist is essential. 

CARMODY calls attention to the fact that since th 
value of the bronchoscope in both diagnosis and 
treatment has been recognized the literature con 
cerning infection of the lung following operative pro 
cedures has increased rapidly. He states that a pul 
monary abscess may develop from septic emboli and 
in other ways depending upon whether the tissue: 
have been injured by chemical or mechanical agent: 
or have undergone chemical changes. A true absces 
is caused by the pneumococcus of the viridans o 
hemolytic type, while gangrene is caused by th 
fusospirochete. GeorcE R. McAuttrr, M.D. 


NECK 


Rienhoff, W. F., Jr.: The Gross and Microscopic 
Structure of the Thyroid Gland in Man. Arc/ 
Surg., 1929, xix, 986. 

Previous investigations concerning the structur: 
of the thyroid gland have dealt essentially with the 
morphology of the individual follicles. Wax recon 
struction studies were made of only very smal! 
blocks of tissue too limited to reveal the structure o! 
the gland as a whole. Rienhoff made wax recon 
struction models of larger segments of thyroid tissuc 
than those reconstructed by previous investigators 
In addition, he further studied the morphology oi 
the thyroid gland by means of maceration and mi 
crodissection methods. His description of the tech 
nique employed commands the greatest admiration 
for the indefatiguable application and the unlimite«! 
patience which the completion of this work re 
quired. He attempted to establish the grosser struc 
ture of the thyroid gland as a whole, as well as t: 
study the size, shape, and spatial relationships of the 
individual follicles. Special attention was paid t 
the question of the existence of interstitial epithelia! 
cells of embryonic or mature types. Parallel studic- 
were made of normal thyroids and glands remove: 
from patients with exophthalmic goiter and thi 
findings compared. 

By the employment of special fixation, macera 
tion, and microdissection, the connective tissue, i! 
cluding the blood vessels, nerves, and lymphatic 
was dissected away from entire lobes of normal thy 
roid glands. Contrary to all previous description: 
total absence of true lobulation of the thyroid gland 
was found. The parenchyma of the gland wa: 























Fig. 1. 
onstrating the anastomosing channels or spaces forming a 
fenestrated labyrinth. It is to be noted that the clefts do 
not completely traverse the gland. 


Cross-section of the normal human thyroid dem- 


revealed as a complex mass of tissue which is divided 
and irregularly broken up into many regions or areas 
composed of groups of follicles. These plates or bars 
of parenchyma vary enormously in size and shape, 
even in the same gland, but they are all joined to 
each other at one or more points so that in no case is 
a portion of parenchyma completely surrounded by 
connective tissue and isolated from the remainder of 
the gland. The plates and bars of tissue at the pe- 
riphery of the lobes tend to be thin and flat, as from 
pressure from contiguous structures, tapering off to 
blend with the investing connective tissue. The 
inner zones are more compact and more complex, 
and the parenchyma is arranged in large columns or 
blocks with broad connecting bars. The clefts and 
crevasses left by the removal of the fibrous tissue 
septa with their contained blood vessels, nerves, and 
lymphatics become more tortuous and irregular as 
they approach the center of the lobe. The thyroids 
from patients with exophthalmic goiter resembled 
the normal in structure except that the glands and 
their various subdivisions were larger. 

By further macerating the specimens and care- 
fully dissecting them under the microscope, it was 
possible to isolate the separate individual follicles. 
Each follicle is completely invested with a capillary 
plexus. This plexus may then be removed, leaving 
the epithelial sac alone and intact. Photographs of 
isolated follicles are reproduced. The follicles vary 
considerably in size, in the normal gland ranging 
from 20 microns to 1 mm. in diameter, but the 
smaller sizes predominate. They vary considerably 
also in shape, but are roughly spherical. The out- 
side wall is smooth except for facets or cupping, and 
there are no buds, out-pouchings, or constrictions 
into secondary sacs. All follicles are completely 
separate and discontinuous units, none showing 
branching, junction, or tubular formation. The 
roundness of the follicles seemed to be due to the 
contained colloid. 
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Fig. 2. 
human thyroid. The spherical shape together with the 
variability and thickness of the epithelial wall as evidenced 
by the difference in the photographic shadow cast is well 
brought out. 


A group of follicles dissected from the normal 


Similar dissection of glands from patients with 
exophthalmic goiter also revealed a great variation 
in the size and shape of the follicles. On the aver- 
age, however, the follicles in the gland of exophthal- 
mic goiter are much larger than those in the normal 
thyroid. The number of large follicles is definitely 
greater. The walls of the follicles are thicker because 
of the greater height of the epithelial cells and finger- 
like projections into the lumen of the sacs can be 
seen. There is more variation in the shape of the fol- 
licles, but the outside surface remains smooth, and 
budding or out-pouching is definitely not present. 
The follicles seem to contain much less colloid than 
those of the normal glands. 

Wax reconstructions of normal and exophthalmic 
goiter thyroids provided casts of the interior of the 
follicles. Here again the variation in size and shape 
and the complete isolation of the follicles is seen. In 
contrast to the smoothness of the outside wall, the 
internal shape is more irregular, and occasional 
tubular or branching structures are formed by in- 
foldings or plications of the epithelium. Every epi- 
thelial cell seen in the sections was reproduced in the 
wax models to see if there were interstitial cellular 
elements. It was found that all epithelial cells are a 
part of some alveolus, the so-called interstitial cells 
being merely tangential sections through portions of 
neighboring follicles. The follicles of the thyroids of 
exophthalmic goiter are much larger than those of 
the normal gland, and the irregularities in contour of 
the inner surface are much more pronounced because 
of the infoldings of the epithelium. The absence of 
budding or out-pouchings and the non-existence of 











Fig. 3. Anterior view of the follicles dissected from the 
normal human thyroid including the surrounding capillary 
bed and showing the vessel of ingress and the capillary dis- 
tribution. The white arc about the periphery of the follicle 
is due to reflection of the light thrown down on the follicles 
by the convex edge of the epithelial wall. 


interacinar fetal cell rests or islands of epithelial 
cells are confirmed in these abnormal thyroids. 

The great preponderance of small follicles in the 
normal gland suggests that the thyroid tissue is 
completely differentiated in the adult, and that after 
puberty the number of follicles is not increased by 
the growth of secondary vesicles from primary fol- 
licles. The author believes that the small follicles 
form a reserve supply of parenchyma which, when 
called on to function, does so by an increase in size 
due to hypertrophy and hyperplasia of the epithe- 
lium. This is borne out by the absence of budding or 





Fig. 4. Camera lucida drawing of isolated exophthalmic 
follicles, showing the smooth external contour with the very 
irregular internal surface. The thin epithelial roof or dome 
of this follicle is shown by the high lights, while the watery 
colloid inside the follicle is represented by the dark areas. 
Finger-like budding into the lumen of the epithelial lining 
is readily seen. 
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division, the smooth contour of the external surface 
of the follicles, and the decrease in the proportion of 
small to large follicles in the exophthalmic gland 
The absence of lobulation in the thyroid gland has 
its basis in the embryological development of the 
organ. 

From his study, Rienhoff concludes that the cur 
rent conceptions of interacinar cell rests are errone 
ous; that there are no such epithelial or fetal cell 
rests in the thyroid gland, whether it is normal or 
whether it comes from a case of exophthalmic goite: 
and that the persistence of any type of fetal tissue in 
the adult thyroid does not occur. 

Leo M. ZrmerMAN, M.D. 


Dobrovickij, P., and Vvedenskij, N.: The Influenc:: 
of Thyroxin on the External Secretion of the 
Pancreas and on the Fermentative Properties 
of the Secretion (Der Einfluss von Thyroxin ai 
die aeussere Sekretion des Pankreas und auf die fe 
mentativen Eigenschaften des Sekrets). Verhan« 
d. 3 russ. Physiol.- Kong., Moscow, 1929, p. 27. 

The authors found that the intravenous admini: 
tration of 10 mgm. of thyroxin to dogs weighing 
from 15 to 18 kgm. usually caused a diminution in 
the secretion of pancreatic juice which lasted for two 
or three days. Sometimes this decrease was pre 
ceded by a transient increase. When an increas: 
resulted there was a decrease in the fermentativ: 
properties of the secretion, whereas in the animal; 
with primary inhibition of the secretion, the fer 
mentative properties of the secretion were increase: 

Therefore, the fermentative properties under the in 

fluence of thyroxin are dependent upon dilution o/ 

the ferments by the pancreatic juice. 

E. BANNER-VorctT (Z). 


Azimov, G., and Lapiner, M.: The Demonstration 
of Thyroid Hormone in the Blood and Urine of 
Hyperthyroidized Dogs (Ueber die Feststellun 
des Schilddruesenhormons im Blut und Harn hype: 
thyreoidierter Hunde). Verhandl. d. 3 russ. Physiol 
Kong., Moscow, 1929, p. 25- 

Two dogs with exteriorized ureters were fed large 
quantities of desiccated thyroid and their blood ani 
urine then studied by the Gudernatsch reaction on 
axolotls. In all, 136 tests were made. The appeat 
ance of the thyroid hormone in the blood of hyper 
thyroid mammals described by Zavadovskij and 
Azimov was confirmed. After twenty-four hours the 
hormone was no longer to be demonstrated by the 
method described. The maximal content of hormone 
was reached from eight to fourteen hours after the 
feeding. In the urine, an excretion of the hormone 
reaching its maximum after from six to eightecn 
hours was demonstrated. E. BANNeER-Votct (Z). 


Dunhill, T. P.: Toxic Goiter. Brit. J. Surg., 10 
XVii, 424. 
The author is of the opinion that, with the exce| 
tion of inflammations and malignancy, thyroid di-- 
eases are related, and that in the classification 0! 

















goiters the clinical condition of the patient should be 
taken into consideration as well as the histopatho- 
logical appearance of the gland. 

The differences which may occur in the manifes- 
tations of toxic goiter in different patients are so 
obvious as to suggest two diseases, one called “‘ex- 
ophthalmic goiter” and the other “toxic goiter.” 
‘he so-called exophthalmic goiter, which is charac- 
terized by staring eyes, pronounced nervous symp- 
toms, and a rapid but usually regular cardiac 
rhythm, is most common in early adult life, whereas 
the so-called toxic adenoma, in which exophthalmos 
is rare and the nervous symptoms are comparatively 
mild, but the cardiac rhythm is irregular and con- 
gestive heart failure is not uncommon, tends to 
occur about two decades later. 

In the author’s opinion these two syndromes rep- 
resent a single disease the manifestations of which 
differ according to the stimuli acting upon the thy- 
roid gland, the condition of the gland at the time it is 
influenced by abnormal stimuli, and the organs 
affected by the disordered thyroid secretion. 
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When the condition is primary, Dunhill does not 
operate during the earlier months as in many cases 
recovery results under conservative treatment con- 
sisting in the removal of septic foci, adequate rest, 
and the administration of small doses of iodine. If 
improvement does not occur under such treatment 
or if signs of complications appear, operation is con- 
sidered. 

When the disease is of the secondary type, opera- 
tion is performed as scon as the patient can be given 
sufficient preparation. 

As regards the prognosis without operative treat- 
ment, Dunhill states that it is important to consider 
the incidence of eye complications, glycosuria, 
mania, auricular fibrillation, and fatal acute thyroid 
toxemia. 

Exophthalmos always becomes less marked after 
an adequate operation. The results of the ligation 
of an artery may be surprisingly good, but are almost 
never permanent. The author believes that most 


recurrences are due to insufficient removal of thyroid 
R. V. B. Suter, M.D. 


tissue. 


SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Dandy, W. E.: Injuries to the Head. J. Med. Soc. 
New Jersey, 1930, XXvii, 91. 

Dandy states that in determining the course of 
action to be taken in cases of head injuries it is im- 
portant to consider the state of consciousness, the 
pulse and respiration as determined at intervals of 
from ten to fifteen minutes, the temperature, the 
presence or absence of restlessness, the presence or 
absence of incontinence of urine and feces, and the 
blood pressure. He considers the temperature a more 
valuable index than the blood pressure. 

If the patient is able to withstand surgical inter- 
vention, Dandy believes that operation is warranted 
in the following conditions: 

1. Depressed skull fracture. The continued pres- 
ence of the depressed fragment may lead to serious 
consequences, chief among which is epilepsy. 

2. Extradural hemorrhage. This is usually char- 
acterized by intermittent loss of consciousness. It 
should be treated by evacuation of the clot and liga- 
tion of the middle meningeal artery, usually at the 
foramen spinosum. 

3. Subdural hematoma. This usually causes 
headache which persists for several weeks after the 
accident and ultimately is accompanied by paralysis 
and mental changes. It should be treated by evacua- 
tion of the clot with its surrounding membrane. 

These are the main conditions requiring operation, 
but surgical measures are occasionally necessary in 
compound wounds and fractures through the frontal 
or anterior ethmoid sinus. Compound wounds 
should be immediately sewed up without drainage. 
The fractured sinus may be closed with a fascial 
transplant. 

The author discusses also the procedures indicated 
in cases in which operation is not to be performed, 
the diagnosis and treatment of the more usual com- 
plications of head injuries, such as pneumocephalus, 
subdural hydroma, and arteriovenous aneurism, 
and the diagnosis and treatment of unexpected late 
complications. Eric OLpBERG, M.D. 


Steindl, H.: Open Brain Injuries in Children and 
Their Treatment (Offene Hirnverletzungen bei 
Kindern und deren Behandlung). Deutsche Ztschr. f. 
Chir., 1929, Ccxix, 221. 

Whereas the Hochenegg Clinic has abandoned the 
Barany technique of primary wound closure after 
infected injuries of the brain because of the develop- 
ment in some instances of such sequel as progres- 
sive encephalitis, abscess, and perforation of the 
ventricle, it is very well satisfied with the tampon 
treatment inaugurated by Albrecht. The latter 
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gives especially good results in children. The autho: 
reports on four cases of infected and severe crushings 
of the skull and brain (three frontal and one occipi 

tal) which were completely and permanently cured 
by this method even though two of the patients pr: 

sented symptoms of encephalitis when they entere:| 
the hospital. 

After a thorough cleansing of the wounded area «{ 
foreign bodies, hairs, splinters of bone, and tra: 
matized brain substance, such as is necessary for the 
radical removal of the covering portion of the sku!! 
a Mikulicz tampon soaked in a 1 to 2 per cent soli 
tiun of collargol is applied in such a way that it is in 
close contact everywhere with the wound surface, 
comes to a point inward in the shape of a cone, ani 
toward the exterior presents the broadest surface 
possible. This assures effective drainage of the sv 
cretions of the wound and of spinal fluid fistule, tiie 
chief object of the tampon treatment. Spinal fluid 
fistulae, which otherwise are followed by certain 
death, heal up under the tampon. The tampon is 
applied tightly in order that the mechanical factor of 
pressure may be utilized to overcome the tenden:\ 
toward prolapse which always exists so long as en- 
cephalitic foci are present. A case of brain abscess 
which was admitted for treatrnent three weeks after 
the trauma was also cured by wide opening ani 
tamponade. The first tampon is left in place tor 
from ten to twelve days. During this time, there 
develops, in the child, which has a considerably bet 
ter power of reaction than the adult, almost a firm 
walling-off of the wound. Subsequent renewals of 
the tamponade as well as the lumbar punctures 
which are necessary occasionally in late cases for tlie 
better unfolding of the brain surface and the reduc- 
tion of pressure should be done under anesthesia in 
order to spare the child the shock caused by pain 
and to keep it quiet for the careful carrying out of the 
treatment. Steindl admits that the favorable resu!ts 
of the treatment are attributable largely to the 
better blood circulation in the brain of the child as 
compared with that of the adult. SIEVERS (Z 


Della Torre, P. L.: Generalized Epilepsy of the !'s- 
sential Type in a Case of Ampullar Dilatation 
of the Superior Longitudinal Sinus (Epilessi: a 
tipo essenziale generalizzato in un caso di ecti-ia 
ampollare del seno longitudinale superiore). A/:/. 
ital. di chir., 1929, XXV, 157. 

The patient whose case is reported was a man ol 
twenty-five years who was admitted to the hospi\al 
in a semi-comatose condition following a se\cre 
attack of generalized epilepsy. He showed the chur- 
acteristic symptoms of the postparoxysmal st«ze. 
His father had died of cerebral hemorrhage follow- 
ing arteriosclerosis and alcoholism at the age ol 
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sixty-three years, and his mother had died of apo- 
piexy at the age of forty years. When the patient 
was in the army in his twenty-third year he had been 
pursued by the enemy, caught, and beaten over the 
head. While the beating was not severe enough to 
cause loss of consciousness, he suffered violent 
psychic shock from the experience, and a few days 
later began to have attacks of epilepsy from which 
he had suffered ever since. The author treated him 
with a sulphur solution with the same constituents 
as spinal fluid except albumin. He showed improve- 
ment under this treatment for some time, but ul- 
timately the attacks recurred and became more 
frequent. Intravenous injections of a 30 per cent glu- 
cose solution had no effect. During this period, 
tonic contractures beginning in the upper limbs were 
noted. On this indication and for decompression, a 
trephination was planned, but the patient died in an 
epileptic attack before it was performed. 

Autopsy showed an ampullar dilatation of the su- 
perior longitudinal sinus at the site of the central 
convolutions. It was a soft, bluish, cylindroid tu- 
mor, roughly spindle shaped at the ends, 4 cm. long, 
and with a maximal diameter of 2 cm. It was reduci- 
ble on slight pressure. 

The author discusses whether the epilepsy in this 
case was a true or a symptomatic epilepsy and de- 
cides that it was reflex and might have been cured 
by removal of the dilated segment of the sinus. He 
discusses also the value of the sulphur solution he 
used. He states that he has had good results from 
this solution in two cases of true epilepsy. 

Dilatation of the sinuses of the dura mater is very 
rare. The author concludes that in his case it was 
congenital as microscopic examination showed no 
signs of inflammation. He attributes the epilepsy to 
the psychic trauma added to the irritation of the in- 
creasing dilatation of the sinus. 

AupreY G. Morcan, M.D. 


Krabbe, K. H., and Wissing, O.: Calcifications of 
the Pia Mater of the Brain of Angiomatous 
Origin Demonstrated by Roentgenography 
(Calcifications de Ja pie-mére du cerveau d’origine 
angiomateuse démonstrée par la radiographie). Acta 
radiol., 1929, X, 523. 

The authors report four cases in which roentgen 
examination of the head revealed shadows cor- 
responding to limited parts of the surface of the 
brain. Three of the four patients presented angioma- 
tous nevi of the face. The authors attribute the 
shadows described to calcified angiomata of the pia 
mater. Ten cases are cited from the literature. 


SYMPATHETIC NERVES 


Stricker, P., and De Girardier, J.: Late Result 
(Two Years) of Unilateral Lumbar Sympathec- 
tomy (Résultat éloigné—deux ans—d’une sympa- 
thectomie lombaire unilaterale). Lyon chir., 1929, 
XXVi, 979. 

The authors’ object in making this report was to 
show that it is unnecessary, in similar cases, to 


sacrifice both lumbar chains since unilateral sym- 
pathectomy results in bilateral vasodilatation. The 
patient was a man thirty-seven vears of age who was 
suffering from circulatory and trophic disturbances 
in both lower extremities which began after frostbite 
in 1916 and had been becoming progressively worse. 
The frostbite was followed immediately by bilateral 
cyanotic oedema of the legs, but there were no 
phlyctenz or ulcers. The oedema subsided under 
alternate treatment with hot and cold water, but 
the circulatory disturbances persisted and were ac- 
centuated by fatigue and by cold. Later, the oedema 
re-appeared, accompanied by ulcerations on the 
toes and over the phalangeal joints. The patient 
spent two years in a military hospital. On his dis- 
charge he was able to do moderate work, but was 
obliged to take a month’s rest from time to time be- 
cause of recurrence of the cedema with pain and a 
sensation of weight and painful cramps in the lower 
limbs. The cramps occurred when he remained too 
long in one position. His disability allowance was 
increased from 40 to 60 per cent. Three seasons 
spent at a hot springs brought only temporary im- 
provement. For the last year he had been com- 
pletely unable to work. 

When the patient was examined by the authors in 
March, 1927, the right foot presented slight oedema, 
purple marbling, redness, and flexion deformities of 
the toes, deformity, brittleness, and tenderness of 
the nails, abnormal warmth of the skin associated 
with the subjective impression of cold, and two ex- 
tensive indurations on the sole. The right leg showed 
brownish pigmentation of the skin, particularly a 
large plaque which covered the anterior and internal 
surfaces above the malleoli and presented traces of 
repeated ulcerations which had healed. Above the 
brown plaque there were a number of small red 
plaques typical of the purpuric pigmented dermitis 
described by Favre. The changes in the left foot 
were similar but less marked. Ulcerations were 
present. Instead of a pigmented plaque, the left 
leg showed a number of isolated brown pigmented 
spots indicating the sites of previous ulcers. When 
the patient stood, the color of the anterior portion of 
the foot, which was pink in the recumbent position, 
became a deep red and the foot became very hot. If 
the patient was made to walk about for a moment or 
if the examination in the upright position was pro- 
longed, he complained of pricking sensations in the 
feet. The phenomena of intermittent claudication 
had never been present. Except for frequent chil- 
blains of the hands, the upper extremities presented 
no disturbances. The arterial pulsations were clearly 
perceived in both dorsalis pedis and both posterior 
tibial arteries. The oscillometric index (Pachon’s 
apparatus) was 434 at the left instep, 5 at the right 
instep, 5 at the left thigh, 61% at the right thigh, and 
21% at the right forearm. 

Leriche decided to resect the lumbar sympathetic 
chain on the right side. Because of the diffusion and 
the long duration of the disturbance he believed 
that periarterial sympathectemy would be insuffi- 
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cient. One centimeter of the lumbar chain was re- 
sected. On the evening of the day of the operation 
a considerable elevation of temperature was noted 
in the right lower extremity as compared with the 
left, and the patient stated that both lower limbs 
felt warm whereas previous to the operation they 
had always felt cold. Tension was increased at both 
insteps and in the right forearm. Two days after 
the intervention the patient was able to move both 
great toes easily, whereas before the operation it had 
been impossible for him to move them. The local 
temperature was then the same on both sides, 33.6 
degrees C. Eighteen days after the intervention, 
the discoloration of the skin of the feet and legs was 
greatly improved. The toes were much less painful 
and could be moved easily. The trophic disturbances 
were in retrogression. However, cramps with the 
sensation of dead finger and functional weakness had 
appeared in the left hand and the thenar eminence 
presented slight atrophy. (No further mention is 
made of the condition of this hand—Abstractor) 


The improvement in the feet continued, the pa- 
tient becoming able to walk without fatigue and to 
support his weight on his toes without pain. As he 
began to walk again, varicose veins developed. For 
the relief of this condition, the internal saphenous 
veins were excised. 

Two and a half months after the first operation 
the patient left the hospital without pain or heayi 
ness in the lower limbs and able to walk and run. 
His skin was warm and supple and free from «| 
traces of the purpuric pigmented dermitis. When he 
was seen at intervals thereafter he was always j 
good condition. He was able to wear leather shovs, 
which he had not done for years. In January, 19 
he complained of pains in the ankles and along the 
course of the veins and stated that his legs were 
swollen in the evening. but on examination nothing 
abnormal was found. A few injections of acetycho!in 
and of mercurious cyanide relieved the symptoms, 
and in February, 1929, he was in excellent condition. 

FLORENCE A, CARPENTE?! 





tion 


nipp 
the 

cyst. 
shar 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Slanina, P.: Tuberculosis of the Breast (‘Tuberku- 
lose der Brustdruese). Cas. lék. Eesk., 1929, ii, 1369. 


Infection of the breast by tubercle bacilli can 
occur by primary external inoculation of the milk 
ducts (rare), metastatically by way of the blood 
stream or the lymphatics, or by extension of the in- 
fection from neighboring tissues such as the cervical 
lymph nodes, sternum, ribs, pleura, and lungs. The 
condition is most common in women between the 
ages of twenty and fifty years. 

Pathologically, tuberculosis of the breast occurs in 
an acute miliary, a disseminated, a nodular, or a cir- 
rhotic form. The nodular form is the most common. 
In the cirrhotic form, obliterated milk ducts lead 
from the nipple to lobules which have been changed 
into firm masses of connective tissue. 

The miliary form is without surgical significance. 
Most frequently there appears in the upper outer 
quadrant of the breast a nodule which is difficult to 
differentiate from an adenoma and is impossible to 
differentiate clinically from a carcinoma. The nipple 
is retracted. When the nodules soften, characteristic 
fistula or cold abscesses develop and the diagnosis 
becomes easy. 

In the cirrhotic form, the breast is shrunken and 
firm cords and nodules are palpable within it. Bi- 
opsy is contra-indicated. 

Tuberculosis of the breast may be confused also 
with luetic mastitis or actinomycosis. Combina- 
tions of tuberculosis and carcinoma may occur. The 
author cites two cases of the latter type from the 
literature—one with bleeding from the nipple—and 
reports two cases of his own. 

The only rational therapy is amputation of the 
breast with dissection of the axilla. In young girls, 
resection of the breast may be considered. General 
treatment is also necessary. The author disapproves 
of X-ray therapy. The prognosis depends upon the 
patient’s general condition. The results of opera- 
tion are favorable. Harm (Z). 


Adair, F. E.: Sanguineous Discharge from the Nip- 
ple and Its Significance in Relation to Cancer 
of the Breast. Ann. Surg., 1930, xci, 197. 


Adair reviews 108 cases of bleeding nipple due 
totumor. Of the 51 neoplasms which were malignant, 
48 were carcinomata and 3 were sarcomata. In 49 
cases the bleeding was due to a papilloma, and in 
8 to chronic mastitis. 

Microscopic examination of stained smears of the 
nipple discharge and transillumination are of aid in 
the diagnosis and treatment. In cases of papillary 
cystadenoma, transillumination shows an opaque, 
sharply defined tumor. NartHan N. Croun, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Van Allen, C. M., and Adams, W. E.: The Mecha- 
nism of Obstructive Pulmonary Atelectasis. 
Surg., Gynec. & Obst., 1930, 1, 385. 

The experimental work reported in this article was 
undertaken because of repeated failures to obtain 
atelectasis following complete stenosis of a bronchus. 
The factors supposedly responsible for massive 
atelectasis are: (1) decreased respiratory force, first 
emphasized by Pasteur, (2) disturbance of pul- 
monary circulation, (3) bronchial obstruction, and 
(4) combined factors, principally the combination 
of bronchial obstruction and decreased respiratory 
force. 

The authors’ experiments were perform: 
and were divided into four groups accordim, ww 
whether the respiration was quiet or straining and 
whether the bronchial obstruction produced was 
total or valvular. The periods of obstruction varied 
from two to twenty-four hours. The respiration was 
quiet in ten dogs and of the straining type in twenty- 
two. In the animals with quiet respiration no lung 
deflation or atelectasis developed whereas in those 
with respiration of the straining type atelectasis 
involving from 12 to 100}per {cent fof ‘the lung 
parenchyma resulted. The rate,of development of 
the atelectasis varied not only with the type of 
respiration but also with the type of obstruction. It 
was much quicker when respiration was of the strain- 
ing type. Total obstruction rarely caused more than 
25 per cent atelectasis in six hours, whereas valvular 
obstruction brought about high degrees of atelec- 
tasis within two hours. The atelectasis began in the 
region of the hilum and extended peripherally. 

The authors conclude from their findings that the 
decrease in the respiratory excursions observed in 
clinical cases of massive collapse is the result rather 
than the cause of the atelectasis, and that the 
measures employed in the treatment of atelectasis 
may aggravate rather than relieve the condition. 

ALTON OcusNer, M.D. 


Moore, J. A.: Phrenicectomy in the Treatment 
of Pulmonary Diseases: An Analysis of Sixty- 
Three Cases. Arch. Surg., 1930, XX, 175. 

Phrenicectomy has its widest field of application 
in the treatment of predominantly unilateral pul- 
monary tuberculosis. It definitely increases the ef- 
fect of artificial pneumothorax, often rendering an 
unsatisfactory collapse satisfactory. The author be- 
lieves it should be done before every extrapleural 
thoracoplasty. Combined with multiple intercostal 
neurectomy, it offers a chance for cure in a small 
number of cases in which pneumothorax and tho- 
racoplasty cannot be done. 
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In bronchiectasis, it occasionally results in a cure, 
but as a rule the improvement is not permanent. 
Combined with postural drainage, it should be con- 
sidered as a prophylactic measure against bronchi- 
ectasis in every case of so-called fibroid pneumonia, 
and in early cases of unilateral bronchiectasis it is 
the treatment of choice. 

The author believes that the operation should be 
done more frequently also in the treatment of pul- 
monary abscess. Georce A. Cottett, M.D. 


Lambert, A. V. S., and Berry, F. B.: Thoracoplasty 
During Treatment of Pulmonary Tuberculosis. 
Ann. Surg., 1930, XCi, 57. 


The authors believe that thoracoplasty for the 
treatment of pulmonary tuberculosis should be done 
in two or more stages. When, in their earlier expe- 
rience, they attempted to remove all of the ribs in one 
stage, the mortality in the first two weeks after the 
operation was 25 per cent and the late mortality 14 
per cent. They state that a greater degree of collapse 
can be obtained by removing the upper ribs first, and 
they advocate dividing the ribs as close as possible 
to their attachment to the transverse process of the 
vertebra. They usually remove from to to 12 cm. 
of the lower ribs and a gradually diminishing amount 
as they proceed upward. From 1 to 2 cm. are removed 
from the first rib. 

In their earlier cases they divided the phrenic 
nerve only when a cough persisted, with or without 
positive sputum, after a complete thoracoplastic 
collapse had been accomplished. Recently they have 
divided the phrenic nerve as a preliminary step to the 
procedure and have come to the conclusion that this 
is the proper sequence. 

Their series of cases shows that the condition of 
the contralateral lung is of vital importance, and 
that it is extremely difficult to estimate the signifi- 
cance of the X-ray evidence of former disease. 

Of the twenty-four operative deaths in the cases 
reviewed, sixteen occurred in cases of bilateral 
lesions and‘seven of these were due to an immediate 
spread or re-activation of the disease in the contra- 
lateral lung, whereas of the eight operative deaths in 
cases of unilateral lesions only one was due to that 
cause. 

The authors have taken as a criterion of whether a 
case is active or quiescent the sole symptom of fever, 
disregarding slight hemoptysis or streaking. The 
choice of anesthetic is of great importance. They 
have employed nitrous oxide and oxygen, ethylene 
and oxygen, local anesthesia, and spinal anesthesia 
induced with spinocaine. Each of these has advan- 
tages and disadvantages. 

Of the 100 cases reviewed, in which 152 thoraco- 
plastic operations were done, 64 were unilateral and 
36 were bilateral. In the unilateral cases the oper- 
ative mortality was 12 per cent (8 deaths), and the 
late mortality, 11 per cent (7 deaths). Postoperative 
hemoptysis occurred in 1 case. Twenty-three (36 
per cent) of the patients were cured, 16 (25 per cent) 
were benefited, 5 were not benefited, and 4 showed 


improvement as long as they were under observ.- 
tion, but later could not be traced. 

In the bilateral cases the operative mortality was 
44 per cent (16 deaths) and the late mortality >; 
per cent (9 deaths). Four (10 per cent, of the pa 
tients were cured, 5 (14 per cent) were benefited, and 
2 were not benefited. 

The authors regard the condition as cured or 
arrested when the patient is free from all symptoms 
and is able to lead an active life after two years. 

Cart R. STEINKE, M.D. 


HEART AND PERICARDIUM 


Lundberg, A.: Three Cases of Healed Aortic Rup- 
ture. Acta med. Scand., 1930, |xxiii, 19. 


The first two cases reported were examples of that 
very unusual type of aortic rupture which heals and 
because of its position causes a dislocation of the 
aortic valves preventing perfect closure of the valves 
and thereby producing the symptoms of aortic in- 
sufficiency. In the first case the causative agent was 
probably a rush of blood against the aortic valve 
with a consequent increase in the blood pressure 
which took place in the course of a fall on the head 
from a height that occurred fifty-four years before 
the patient died. In the second case the cause was 
almost certainly an acute, intense increase of the 
blood pressure during a state of sexual excitement in 
a patient whose aorta was weakened by malaria 
(possibly syphilis). 

The third case was unique in several respects. 
The healed rupture was located, not in the region of 
the aortic valve, but in the descending aorta, an 
effect on the valve being therefore unlikely. In the 
ascending aorta there was another rupture which 
was quite recent and had produced an intramurl 
hematoma and hemopericardium which probal|) 
gave rise to tamponade of the heart. It was impos 
sible to determine the cause of the rupture in this 
case. 


CSOPHAGUS AND MEDIASTINUM 


Strahle, L.: Antethoracic sophagoplasty (An‘: 
thorakale Oesophagusplastik). Acta chirurg. Sca 
1930, Ixvi, 1. 


The author reports upon the results of antetho 
racic thoracoplasty in three cases. 

In the first case the patient was in good heal:h 
after the operation but was unable to eat meat. |!is 
death occurred by drowning. Autopsy revea'«( 
first a blind sac 6 cm. long, below that a solid cica- 
tricial string 6.5 cm. long, and below that the normal 
cesophagus 2 cm. long. The blind sac was not (i 
lated. Its musculature was hypertrophied. ‘|! hc 
anastomosis between the cesophagus and the shin 
tunnel admitted a No. 13 Charriére bougie, and t)\\1 
between the skin tunnel and the intestine a No 
Charriére bougie. The passage between the inics 
tine and the stomach was the caliber of the in’cx 
finger. The intestinal tube was 20 cm. long. Ihe 
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skin tube was pale and showed no signs of irritation 
on microscopic examination. 

Case 2 was that of a child five years of age who 
was operated upon according to the Roux-Lexer 
technique. The intestine became gangrenous from 
upper end to the epigastrium, and in spite of re- 
peated operations it was impossible to join the skin 
tube to it. Death resulted. 

Case 3 was that of a woman nineteen years of age 
who was also operated upon according to the Roux- 
Lexer technique. Healing resulted within three and 
a half months without a secondary operation and in 
spite of recurrent pulmonary complications. 

In a technique for lateral anastomosis between the 
csophagus and the skin tube suggested by the 
author an incision is made along the inner border of 
the sternomastoid muscle, beginning about 1 cm. 
from the sternum and the oesophagus then liberated. 
From 2 to 3 mm. below the point where the cesopha- 
gus joins the lower angle of the wound, the anterior 
cesophageal wall is gathered up by means of a silk 
suture passed through the muscular layer. The pos- 
terior wall is gathered up in the same way about 1 
cm. higher. A loop of the sternomastoid muscle is 
then detached, passed around the oesophagus, and 
fixed to the soft parts on its internal aspect, and the 
edges of the skin are sutured to the cesophagus in 
such a way that the lower ungathered part of the 
tube is made to protrude forward. Above this point 
the skin edges converge, coming together about 4 
cm. above the upper angle of the wound. After from 
eight to ten days the protruding portion of the 
oesophagus is excised and the mucous membrane is 


sutured to the skin. The skin tunnel is completed 
at the same operation. 

If it is impossible to make the anastomosis suffi- 
ciently large, that is, about 4 cm. long, the axial 
method is probably to be preferred. 


THE CHEST 


MISCELLANEOUS 


Veprickij, M.: The Treatment of Subpectoral Ab- 
scesses, Particularly Acute Suppurative Lym- 
phadenitis (Zur Therapie der subpektoralen Ab- 
scesse, besonders der akuten eitrigen Lymphadeni- 
tis). Vraé. Delo, 1929, xii, 518. 

Infection of the axillary lymph glands usually 
occurs by the lymphogenous route, but in some cases 
by the hematogous route from the skin, the shoulder 
joint, or the apex of the pleural cavity, and in others 
by the retrograde route extending from the deep 
lymphatics to the peripheral glands. It advances 
readily into the loose cellular tissues of the axilla, 
back, and breast. The diagnosis and the discovery 
of the initial focus are difficult only when the process 
takes its origin from distant glands lying under the 
muscles. 

Of particular importance are the cases in which 
the condition extends and leads to abscess formation 
beneath the pectoral muscles. Veprickij reports 
nine cases of this type. In some of them, treatment 
by short incisions and tamponade of the axilla had 
been given previously, but the fistula failed to close 
and the pain and immobility of the arm persisted. 
In the treatment used by the author, the abscess 
cavities, including those under the pectorals, were 
opened widely and treated openly without tampons. 
As a rule an incision along the posterior border of 
the pectoral muscle was suflicient, but occasionally 
a transverse incision through the muscles was nec 
essary in addition. In four cases, Besredka’s filtrate 
was introduced into the cavity and applied on a 
compress. This form of treatment resulted in prompt 
healing. In the cases in which it was used from the 
beginning, recovery was considerably quicker. The 
results were especially good when Besredka’s filtrate 
was employed. Leorotp Horst (Z). 
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ABDOMINAL WALL AND PERITONEUM 


MacGregor, W. W.: The Fundamental Operative 
Treatment of Inguinal Hernia. Surg., Gynec. & 
Obst., 1930, 1, 438. 


In a previous article the author dealt with the 
demonstration of a true inguinal sphincter formed 
around the abdominal os of the inguinal canal by 
circular fibers of the internal oblique and trans- 
versalis muscles. His study indicated that this 
sphincter functions to protect the internal opening 
of the inguinal canal by a constant state of tonus 
and by contractions occurring whenever the intra- 
peritoneal pressure is increased. It indicated also 
that the primary factor in the causation of inguinal 
hernia is insufficiency or paresis of this sphincter, 
and that any operation directed at cure of the hernia 
must have as its basis the correction of the sphinc- 
teric failure. 

The operation advocated by Mac Gregor is as fol- 
lows: 

After the usual Bassini incision, a grooved director 
is inserted between the pillars of the external ring. 
the aponeurosis of the external oblique is split in the 
direction of the internal os, and the sac is separated, 
emptied, ligated, and excised in the usual manner. 
The internal inguinal sphincter is then identified 
and its relative insufficiency determined. Any de- 
fect is corrected by displacing the cord to the upper 
inner quadrant of the ring and so shortening and 
suturing the outer fibers of the sphincter with No. 1 
chromic catgut as best to restore the snugness and 
tonicity of the muscular ring. The sutures in no way 
involve the shelving edge of Poupart’s ligament. 
They serve only to bring together the deficient lower 
outer portion of the inguinal sphincter. Throughout 
all of the manipulations care is taken to prevent in- 
jury to the ilio-inguinal or iliohypogastric nerves 
since traumatism of their motor fibers may defeat 
the purpose of the intervention by producing degen- 
erative paresis of the internal inguinal sphincter. 

W. N. Row rey, M.D. 


Reinike, W.: The Problem of Pseudomyxoma of the 
Peritoneum (Zur Frage ueber das Pseudomyxoma 
peritonei). Ginck., 1929, iii, 347. 

The chief problem associated with pseudomyxoma 
of the peritoneum is whether the condition is the 
result of a peculiar disease of the ovaries with per- 
foration of the masses of pseudomucin into the peri- 
toneal cavity or has its origin in the vermiform ap- 
pendix. 

The author reports four cases, in none of which 
was it possible to demonstrate previous disease of 
the genital organs. The important clinical symp- 
toms were diarrhoea, pains in the pit of the stomach, 


nausea, and vomiting. In two cases these sym) 
toms had appeared two and ten years previous! 
Only three advanced cases presented fluctuation an 
dullness in the umbilical region and a dull tympanit 
note along the axillary line which remained u 
changed with a change of position. Colloid crepit.: 
tion was not noted. Exploratory laparotomy \ 
preferred to exploratory puncture because it 1 
vealed the operability of the condition as well as i: 
nature. The Davis reaction was positive in th: 
cases, but the serum reaction was not specil 
Although the condition has no absolutely pathogny 
monic symptom, it may be suggested by the histor 
and the findings of palpation and percussion. In «I 
of the four cases reported by the author the appei 
dix was markedly changed and elongated; in one 
case it was 14 fingers wide. Macroscopically, »0 
site of perforation could be found. In all of t! 
cases the peritoneum showed a reactive inflamm, 
tion. 

On careful microscopic examination, the wall of 
the appendix was found in three cases to be cover: 
by high cylindrical epithelium with villi resemblin; 
connective tissue which was similar to that of the 
cyst wall, and the cells were morphologically identi 
cal with those of the cyst wall. 

The author believes that the appendix and cyst 
were affected by the same disease, and that the 
palisade-like cylindrical epithelium produced the 
mucous-colloidal fluid. On the basis of the more in 
ward lying line of demarcation, he concludes th: 
the process in the appendix developed from withi: 
outward. The pseudomyxomatous affection of the 
appendix in its distal end and the almost complet 
absence of lymphatic follicles and hypertrophy 
the connective tissue of the muscle layer indicate: 
that the disease spread from the distal end of the 
appendix. Unfortunately, not a trace of a perfo 
tion was demonstrable in the four cases. In one i 
stance, however, there was a small cyst on the free 
surface of the appendix opposite the mesenteriolum. 
and because the extreme thinning of the wall of the 
appendix and the absence of a muscle layer in | 
immediate neighborhood of the cyst wall, it is p 
sible that the perforation occurred at this site wii! 
secondary cyst formation. 

While it could not be determined in the cases '° 
viewed whether the appendix or the ovary was | 
primary site of the disease, it is now known tliat 
pseudomyxoma is not exclusively of ovarian orit 
Moreover, the fact that recurrences after operat 
appear more rapidly in cases in which the appen 
has not been removed suggest an appendict 
origin. 

With operative treatment the clinical course 
relatively favorable. T. Peterson (Z 
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Mandelstamm, A.: Sarcoma of the Greater Omen- 
tum (Zue Frage ueber das Sarkom des grossen 
Netzes). Ginek., 1929, iii, 274. 

This article is based on four cases of primary sar- 
coma of the greater omentum seen by the author and 
forty-nine cases reported in the literature. In two of 
the author’s cases the primary tumor was found to 
be limited to the greater omentum, but there were 
small superficial disseminations in the surrounding 
organs. The clinical picture was characterized by 
rapid growth of the neoplasm, dyspeptic symptoms, 
vomiting, and invalidism. Objectively, the sign of 
Kiparskij could be elicited. The tumor could be 
easily moved from side to side, but was almost im- 
movable in the up-and-down direction. In his two 
other cases the author was able to establish the ori- 
gin of the sarcoma in the omentum with considerable 
certainty on the basis of the complete involvement 
of the omentum and the relatively slight involve- 
ment of the genitalia and abdominal organs. How- 
ever, it is not always possible to demonstrate the site 
of origin of the sarcoma even at autopsy. 

In the great majority of cases the beginning of 
the disease is unnoticed. The symptoms develop- 
ing later include a sensation of pressure, anorexia, 
gradual loss of strength, nausea, and vomiting. 
These symptoms are soon followed by rapid emacia- 
tion, an abdominal tumor, atony, gradually develop- 
ing ileus, and ascites due to interference with the 
portal circulation. 

Microscopically the neoplasms may be classified 
into two groups. To the first group belong the soli- 
tary tumors, often of large size, which either con- 
form to the basic shape of the omentum or deform 
the omentum by knobby, bluish-red new-growths 
with a usually well developed venous plexus which 
cause it to resemble a large, blood-soaked sponge. 
In occasional cases, as in those reported by the 
author, the venous plexus is astonishingly small. 
Because of the reactive inflammation, the tumors 
of this group form extensive adhesions. The neo- 
plasms in the author’s first two cases were of the type 
just described. 

Tumors of the second group form innumerable 
cherry-like and grape-like masses and_ tubercles 
which at times coalesce, transforming the omentum 
to a thick, scarcely movable apron-like mass. The 
course of tumors of this group is more rapid and 
associated with metastasis to the peritoneum. 

There are also transition types with an excep- 
tionally rapid course due to a strong tendency to- 
ward dissemination. 

The most frequent type is the spindle-cell sar- 
coma, and the most malignant type, the round-cell 
sarcoma. 

The diagnosis is exceedingly difficult even in typi- 
cal cases. It is based chiefly on the superficial devel- 
opment of the tumor, immediately beneath the 
abdominal wall, in the region of the umbilicus, and 
somewhat to the left; a resonant percussion note 
over all parts of the tumor; and Kiparskij’s sign. 
Sometimes the neoplasm moves with inspiration, ex- 


piration, and peristalsis, and sometimes the pulsa- 
tions of the aorta are visible. When the tumor is 
very large and not very mobile, the differential diag- 
nosis is especially difficult. Solid tumors and cysts 
of the abdominal wall are immobile and much 
smaller, while tumors of the omentum disappear 
under the palpating finger when the abdominal mus- 
culature is contracted. Tumors and echinococcus 
cysts of the liver move with the liver during respira- 
tion, and their connection with the liver may be 
demonstrated by careful percussion and palpation. 
Gastric and pancreatic tumors develop in the epi- 
gastrium and are rather fixed; they cause pronounced 
functional disturbances and icterus. Malignant tu 
mors of the colon are characterized by their location 
at the flexures and in the region of the cecum. They 
are almost immobile and of slow growth, and lead to 
stenosis. Tumors of the kidney are retroperitoneal 
and covered by the intestine with its tympanitic 
percussion note. The kidney is movable upward and 
downward, but cannot be moved from side to side. 
Mesenteric lymph glands differ from tumor of the 
greater omentum in that the glands lie behind the 
intestines and therefore produce no damping of 
the percussion note. In the differentiation from tu 
mors of the genital organs percussion is decisive; the 
damping of the percussion note breaks off sharply in 
a crescent-shaped line corresponding to the greater 
curvature, and below it curves downward. 

An exceptionally rapid sedimentation reaction 
suggests inoperability, but operation should not be 
refused as occasionally an operable, rapidly growing 
tumor (necrosis, suppuration) causes acceleration of 
the sedimentation reaction. 

Because of the difficulty of early diagnosis, the 
prognosis is generally unfavorable. Operation is un- 
conditionally indicated. According to Lozinskij, re- 
section of the entire omentum is necessary to pre- 
vent recurrence. T. Peterson (Z). 


.. GASTRO-INTESTINAL TRACT 


Haberer, H. von: Diagnostic and Therapeutic Er- 
rors in the Field of Digestive Diseases and Their 
Prevention (Diagnostische und therapeutische Irr- 
tuemer auf dem Gebiete der Verdauungskrankhei- 
ten und ihre Verhuetung). Verhandl. d. Gesellsch. f. 


Verdauungs. u. Sto fiwechselkrankh., 1929, pp. 252, 270. 


Gastric ulcer and dyspepsia are still frequently 
confused in spite of the advances that have been 
made in roentgenographic procedures. The author 
warns against operating on the stomach or duode- 
num in the presence of negative operative findings. 
Gastro-enterostomy is especially inadvisable under 
such circumstances because of the danger of post- 
operative peptic ulcer. Resection for so-called ulcer- 
forming gastric catarrh is also contra-indicated as 
the results are seldom satisfactory. Included among 
the mistakes of intervention is resection for exclusion 
of the intestine. 

Hemorrhages following gastro-enterostomy are 
often attributed erroneously to the old ulcer, and 
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renewed pains are attributed to postoperative adhe- 
sions. In the majority of cases some other condition 
is responsible—after gastro-enterostomy, a peptic 
ulcer, and after excessively extensive resections dis- 
turbances due to the small achylic stomach which 
require dietetic therapy supplemented by the ad- 
ministration of acidolpepsin. In some cases there is 
an associated cholelithiasis. Pyonephrosis may be 
confused with symptoms of postoperative adhesions. 
In the presence of an epigastric hernia the possibility 
that the symptoms may be caused by an ulcer be- 
hind the hernia must be considered. 

The author warns against relaparotomies for the 
liberation of adhesions because they are usually un- 
successful. He also repudiates the so-called ‘“‘inter- 
nal therapy,” which frequently leads to peptic ulcer. 
In cases of ulcer penetrating deeply into the pan- 
creas, the base of the ulcer should be left untouched 
at the time of the operation on account of the danger 
of pancreatitis. Similarly, pancreatic lesions should 
be painstakingly avoided during an operation for 
ulcer on the posterior wall of the duodenum. 

Carcinomatous change of an ulcer is not very rare 
and is often recognized by histological examination 
when only a simple ulcer is suspected. In one case 
the author saw carcinomatous degeneration eleven 
years after a gastro-enterostomy for callous ulcer, 
and in another case he found a benign callous ulcer 
next to a definite carcinoma. In four cases he as- 
sumed the presence of a carcinoma when the symp- 
toms were due to syphilis. As the differentiation of 
carcinoma and syphilis is very difficult, and as luetic 
affections usually disappear under the use of iodine, 
he recommends iodine for all cases of apparently in- 
operable carcinoma of the stomach. Even in defi- 
nite tabes the symptoms of a crisis may be simulated 
by an ulcer and may be favorably affected by 
resection. 

As duodenal ulcers with a latent course may very 
suddenly lead to severe attacks of pain, confusion of 
this condition with gall-bladder affections or appen- 
dicitis is possible. It should be borne in mind, how- 
ever, that appendicitis and ulcer are often associated 
and that there may even be a reciprocal relationship 
between them. 

For cases of acute gastric hemorrhage, the author 
recommends a waiting policy as often multiple 
ulcers are present and the site of the ulcer that is 
bleeding is difficult to find. He calls attention also to 
the gastric hemorrhages associated with cirrhosis of 
the liver, varices, and hepatosplenic diseases. 

As perforation of an ulcer has occurred in con- 
nection with roentgenographic examination, von 
Haberer states that a roentgenographic examina- 
tion should never be undertaken without a previous 
careful clinical examination. 

In the discussion of diseases of the gall bladder, 
attention is called to the fact that the hydropic cal- 
culous gall bladder may become so large that it may 
be mistaken for an ovarian cyst. In a case of appar- 
ently acute cholecystitis which was seen by the au- 
thor the symptoms were due to torsion of the mesen- 





tery which had produced a pear-shaped, painful 
tumor in the region of the gall bladder. 

Confusion of gastro-intestinal diseases with dis 
eases of the kidneys is prevented by cystoscopy ani| 
tests of renal function. 

The after-pains following cholecystectomy are di! 
ficult to judge. Only too often they are attributed 
to adhesions when, if they are not due to a true or 
pseudorecurrence, they are caused by inflammator\ 
processes in the biliary tract. 

In all operations on the gall bladder, the pancre:is 
should be subjected to a thorough examination be 
cause acute pancreatitis very often accompanies or 
follows cholelithiasis. In the diagnosis of acute pa) 
creatitis the abnormally severe pains which som 
times are not relieved even by morphine, the ear! 
paralytic ileus, and the never failing peculiar cyan: 
sis of the face should be given special consideration 

In discussing chronic obstipation, the author 
warns against hasty and ill-advised operations, espv- 
cially anastomoses and extensive resections of t!e 
colon. 

With regard to appendicitis, von Haberer savs 
that the abscess in the cul-de-sac of Douglas and its 
dissemination toward both sides are often over 
looked, and that in earliest infancy, acute appenii 
citis may be easily overlooked because of absence of 
rigidity of the abdominal wall. NEvPERT (Z 


Balfour, D. C., and McIndoe, A. H.: Unusual 'Tu- 
mors of the Gastro-Intestinal Tract. S.) 
Clin. North Am., 1930, x, 23. 

The authors first report the case of a man seven|\ 
two years of age who, ten months previous to ex 
amination, had begun to have an uneasy rumbling 
sensation in the right lower quadrant of the abdo 
men. Increasing weakness was the most marked fea 
ture of the complaint. Roentgenological examin: 
tion of the stomach revealed polypoid tumors at the 
pylorus, probably benign but possibly carcino 
matous. The growths were excised. Pathological 
examination showed them to be benign pedunculat ed 
adenomatous polyps. 

Benign tumors of the stomach are relatively rare. 
The proportion of benign tumors to malignant tu- 
mors and ulcerations is as 1:200. Benign tumors 
constitute 1.3 per cent of all gastric tumors. 

The potentiality of these small adenomatous po! 
yps to undergo malignant change appears to paril- 
lel rather closely that of the same type of tumor in 
the colon and rectum (Lockhart-Mummery, Dukes 
and Saint). 

A man, aged fifty-three years, sought advice he 
cause of marked weakness from gastro-intestinal 
hemorrhages. A tumor was removed from the upper 
part of the jejunum. The purpose of presenting 1)1is 
case is to draw attention to one of the possible «x- 
planations for obscure secondary anemia. 

In the case of a woman aged forty-six years lio 
had a moderate secondary anemia roentgenological 
examination of the stomach revealed a large, ul- 
cerating lesion high in the fundus of the stomech 
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which was apparently malignant and irremovable. 
As the gastric acids were normal and the patient’s 
general condition was excellent, exploration was 
advised. Operation disclosed an ulcerating lesion of 
the fundus as large as the palm of the hand which 
was surrounded by a mass about 8 cm. in diameter. 
The lesion was considered to be a carcinoma, al- 
though the possibility that it was a benign growth 
was recognized. As it seemed best to treat it as the 
latter, a jejunostomy of the Witzel type was per- 
formed, a No. 20 catheter being used. General ex- 
ploration revealed no obvious metastasis. The post- 
operative convalescence was uneventful. The pa- 
tient was sent home under dietary management and 
with instructions with regard to the introduction of 
fluids and nourishment through the jejunostomy 
tube. 

Three months later she returned. Ten weeks after 
her dismissal, during which time she had experienced 
increasing difficulty in getting sufficient food through 
the rather small jejunostomy tube, she noticed the 
rapid onset of a burning sensation and soreness of 
the mouth and tongue. 

The tongue was beefy red. Both hands were 
rough and the knuckles were fissured, changes char- 
acteristic of secondary pellagra. Gastric analysis at 
this time revealed total acidity of 20 and free hydro- 
chloric acid of 6. Roentgenological examination of 
the stomach showed no change in the size of the 
lesion. The patient was placed on a strict ulcer diet 
containing brewers’ yeast, fruit juice, and beef juice. 
The feedings were given through the jejunostomy 
tube and were supplemented by cautious oral ad- 
ministration of nourishment. Within a week the 
patient showed marked improvement; the glossitis, 
rectal pain, and dermatitis were disappearing 
rapidly. 

When she returned two months later (five months 
after the operation) she was feeling very well, the 
signs of malnutrition had completely disappeared, 
and she had gained 15 lb. At this time roentgeno- 
grams of the stomach revealed the lesion to be only 
about 1 cm. in diameter. The crater was much shal- 
lower and there was increased flexibility of the gas- 
tric walls. The benign nature of the lesion seemed 
to be established. 

When, after careful inspection, attempts at re- 
moval of a lesion of the stomach are contra-indi- 
cated, there are in general applicable four proce- 
dures: (1) posterior gastro-enterostomy, (2) an- 
terior gastro-enterostomy, (3) jejunostomy, and (4) 
partial gastric exclusion. 

When the tumor is situated in the fundus, the 
choice lies between gastro-enterostomy and jeju- 
nostomy. In the cases of younger patients and when 
it appears probable that the lesion is benign, jeju- 
nostomy offers a good prospect for healing. 

The development of avitaminosis or secondary 
pellagra during the period of feeding through the 
tube in the case reported can be traced to the fact 
that the tube was too small in caliber to permit satis- 
factory handling by the patient herself. 
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Holboll, S. A.: The Basal Metabolism of Patients 
with Cancer of the Digestive Tract. Acia med. 
Scand., 1920, |xxii, 475. 

Of fifty-seven cases of cancer of the digestive 
tract, fatigue and a loss of weight occurred in almost 
all, but digestive symptoms occurred in only about 
a fifth. 

In sixteen of nineteen cases, the basal metabolism 
was found to be increased. There seemed to be a 
relationship between the increase in the basal metabo- 
lism and the stage of development of the disease. The 
author discusses the possibilities of arriving at an 
early diagnosis. Louis Neuwetr, M.D. 


Sejhar, G.: Regulation of the Reaction of the Blood 
in Gastric and Biliary Tract Diseases (Regulier- 
ung der Blutreaktion bei Magen- und Gallenwege- 
Erkrankungen). Acta chirurg. Scand., 1930, \xvi, 54. 

In a large number of his cases of gastric and biliary 
tract disease the author determined the hydrogen- 
ion concentration of the blood serum with particular 
regard to the changes in the alkali reserve and the 
carbon-dioxide combining power of the alveolar 
blood. He draws the following conclusions: 

Gastric ulcer is not always associated with a 
change in the blood reaction. An acid reaction 
occurs regularly only in advanced cases, in which all 
other regulating mechanisms show a simultaneous 
change. In the advanced stages of the lesion the pul- 
monary regulation is usuaily affected and its changes 
have a definite character. Before the regulation 
reaches its maximum, it decreases and never reaches 
the expected normal values. 

Malignant tumors of the stomach are associated 
with a definite blood reaction the values of which 
are high normal or above normal. The other regula- 
tory mechanisms are also strikingly affected. ‘The 
changes in the ventilation of the lungs are charac 
teristic. 

Diseases of the biliary tract cause more or less 
marked changes in the blood reaction depending 
upon whether the inflammatory changes involve the 
liver. The associated disturbances of the regulatory 
mechanism correspond in their severity approxi- 
mately to the degree of injury to the parenchyma of 
the liver. 


Trinchera, C.: The Functional Condition of the 
Pyloric Part of the Small Pyloric Stomach Iso- 
lated by Pawlow’s Method (Lo stato funzionale 
della pars pylorica nel piccolo stomaco pilorico iso- 
lato alla Pawlow). Arch. ital. di chir., 1930, xxv, 317. 

After the isolation of a small pyloric stomach in 
dogs according to Pawlow’s method the secretion 
was studied and the stomachs were examined roent- 
genologically and histologically. ‘The stomachs elab- 
orated a mucous secretion with a slightly alkaline 
reaction which, when it was acidified with hydro- 
chloric acid, showed a peptic power much less than 
that of total gastric juice and coagulated milk. It 

did not bring about any special cleavage of emulsi- 

fied neutral fats. The secretion of the small pyloric 
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stomach was continuous, and its physicochemical 
characteristics were constant, but the amount was 
somewhat greater after the ingestion of food and 
varied directly with the water content of the food. 
Histamin given subcutaneously in a dose not less 
than 3 mgm. greatly increased the amount of secre- 
tion without particularly changing its character. 

Roentgen examination demonstrated that the 
muscle tunic of the pyloric part of the stomach had 
sufficient power to allow quite rapid restoration of 
normal function. 

Histological examination showed that the glands 
of the pyloric part were made up mostly of chief 
cells. 

On the whole, the examinations showed that the 
function of the pyloric part was chiefly mechanical 
and protective; the mechanical part was due to the 
strength of its muscle laver, whereas the protective 
part was due to the abundant production of mucus 
which, by its alkaline reaction, neutralized the ex- 
cess of hydrochloric acid produced by the glands of 
the fundus. Aubrey G. Morcan, M.D. 


Weiss, A. G., and Guriarran, G.: Experimental 
Chronic Ulcers of the Stomach and Duodenum 
Produced by Diversion of the Alkaline Duode- 
nal Juices (Ulcéres chroniques gastroduodénaux 
exp¢rimentaux créés par la dérivation des sucs 
alcalins duodénaux). Bull. et mém. Soc. nat. de chir., 
1930, lvi, 8. 

In fifteen dogs the alkaline juices of the duodenum 
were diverted into the ileum by section of the duo- 
denum below the site of emptying of the last pan- 
creatic duct and anastomosis between the afferent 
portion and the ileum. Anastomosis between the 
pylorus and the efferent loop of duodenum was then 
done. In all of the animals one or two typical chronic 
duodenal ulcers developed a few centimeters below 
the anastomosis. Anatomically, they presented the 
classical picture of rodent ulcer. Their histological 
structure was identical with that of ulcers seen in 
man. Clinically, they were manifested by emacia- 
tion, melana, and vomiting; sometimes they were 
associated with signs of perforative peritonitis. 

In a series of experiments carried out to determine 
whether bile or pancreatic juice had the chief influ- 
ence in the production of the ulcer, the choledochus 
was sectioned between ligatures and a cholecysto- 
ileal anastomosis was done. One of the three dogs 
thus treated developed a chronic ulcer of the duode- 
num immediately below the pylorus and dissemi- 
nated superficial ulcers over all of the antral region 
of the stomach. The two others are still living two 
months and one month respectively after the opera- 
tion. They are emaciated and pass blood in the 
stools. Laparotomy on the dog whose operation was 
performed two months ago failed to reveal ulcer. 
It is held possible that the blood in the stools is due 
to irritation of the intestinal mucosa from the ab- 
sence of bile. 

Experiments to abolish secretion of the pancreatic 
juice by complete resection of the head of the pan- 


creas are now under way, but it is yet too early to 
report on the results. The authors believe it prob 
able that a mixture of bile, pancreatic juice, and 
duodenal juice affords the best protection to the 
mucous membrane against the gastric juice; that the 
absence of one of these constituents makes the pro 
tection less certain; and that suppression of both the 
bile and the pancreatic juice renders ulcer inevitable. 

In a third series of experiments the authors tested 
the acidity of the gastric juice after diversion of the 
duodenal juices. They were surprised to find that it 
was not increased, but they do not conclude from 
this that there is normally no reflux of duodenal 
juice into the stomach. They believe that a discreic 
regurgitation occurs which serves to give the mucoiis 
membrane a protective alkaline coating. 

The object of a fourth series of experiments was 
to show that ulcers are produced only on zones of 
mucosa that have an alkaline secretion. This theory 
was first advanced by Leriche. To demonstrate the 
zones, the authors used Brenckmann’s technique of 
staining the gastric mucosa in the living dog. They 
remark, however, that a stain is not necessary as the 
alkaline parts are a pearly white and the acid parts a 
brownish pink. In most cases the elective localiza- 
tion of the ulcers on alkaline mucosa was evident. 
The authors believe that the presence of ulcers on 
surfaces of the stomach that are normally acid can be 
explained by the existence of small islets of basic 
intestinal mucosa ‘‘lost”’ in the mucosa of the fun- 
dus. In performing the staining experiment with 
Brenckmann’s technique in a clinical case they found 
that the acid and basic zones were approximately 
the same as in the dog. The antral region, lesser 
curvature, and cardia were alkaline and the fundus 
was acid. FLORENCE A. CARPENTER 


Nettelblad, A.: A Surgically Treated Case of Ulcer 
Stenosis in a Child Two Years Old (Ein [ull 
von operierter Ulkusstenose bei einem 2 jaehriyen 
Kinde). Acta chirurg. Scand., 1929, \xv, 537. 

A boy two years old swallowed a few cubic centi- 
meters of a fluid which may have been a 1o per cent 
solution of argyrol, hydrochloric acid, or sulphuric 
acid. Neither on the day of the accident nor later 
were there any signs of burns on the face or in the 
mouth or throat. A week after the accident tlic 
child began to have attacks of vomiting which 
gradually increased to such an extent that, iive 
weeks after the accident, he was seemingly unable 
to retain any nourishment whatever. He then 
presented all of the signs of pyloric stenosis. 

Operation disclosed a circular infiltration of the 
pylorus which was most extensive anteriorly and 
sent out streaky radiations—a picture similar to 
that of pyloric stenosis due to ulcer in the adult. 
Gastro-enterostomy was followed by recovery. 


Williams, H., and Walsh, C. H.: The Treatment of 
Perforated Peptic Ulcer. Lancet, 1930, ccxviil, 9. 


The authors review 124 cases of duodenal u!:er 
and 34 cases of gastric ulcer in which perforation 
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occurred. All of the cases were operated upon in 

the same hospital, and by the same technique. In 

no instance was there more than 1 perforation. In 3 
ases the perforation recurred. 

The median incision was used. The perforation 
was closed with a single mattress stitch and then 
infolded by a continuous catgut suture transverse 
to the axis of the bowel. Excision of the ulcer and 
p\loroplasty was done in 9 cases only. Suprapubic 
drainage was done routinely except in 3 cases in 
vhich closure was effected without drainage. The 
drain was removed after thirty-six hours. 

When the ulcer is large and the induration is so 
extensive that infolding would cause obstruction at 
the pylorus, a double tube consisting of an outer 
perforated No. 22 catheter into which a No. 8 
ureteral catheter is threaded is introduced into the 
stomach about 3 in. from the pylorus. The outer 
tube is pushed to the site of the obstruction and the 
inner tube pushed past the obstruction to the second 
portion of the duodenum. The outer tube allows the 
escape of gas and fluid from the stomach, and the 
inner tube serves for the introduction of fluids into 
the duodenum. Forty cubic centimeters of glucose 
are given every half hour. The inner tube is removed 
on the third day and the outer tube after the sixth 
day. 

Primary gastrojejunostomy is an added hazard 
and in a large percentage of cases is not required. 
During the past few years gastrojejunostomy was 
performed as a secondary operation only when the 
indications were clear. Of 58 cases, secondary gas- 


tro-enterostomy was performed in ro. 
No relationship between the age of the patient 


and the prognosis was apparent. 

The mortality from gastric perforations was 59 
per cent (33 per cent when operation was per- 
formed during the first six hours and 100 per cent 
when operation was performed after twelve hours. 
In the cases of duodenal perforation the mortality 
Was 21 per cent (10 per cent when operation was 
performed in the first six hours and 50 per cent when 
it was performed after twelve hours). 

Harry C. Sarrzstern, M.D. 


Gioja, E.: The Technique and Results of Gastro- 
Enterostomy and Resection of the Stomach by 
Tansini’s Method (Tecnica e risultati della gastro- 
enterostomia e della resezione gastrica col processo 
di Tansini). Ann. ital. de chir., 1930, ix, 1. 


In Tansini’s method of gastro-enterostomy and 
resection of the stomach the use of intestinal clamps 
is avoided, direct hemostasis is practiced, a continu- 
ous seromuscular Lembert suture in one layer is 
used, and the mucosa and submucosa are left un- 
sutured. Avoidance of the use of intestinal clamps 
prevents injurious pressure on the intestine and ne- 
cessitates direct haemostasis. The so-called deep 
hemostatic suture does not always prevent second- 
ary hemorrhage. In the method described the 
serous and muscle coats are incised, Kocher’s forceps 
are applied on each side of the proposed incision of 


the mucosa, and after the incision is made the bleed- 
ing vessels are ligated with medium-sized silk. Care 
is taken not to include the serosa in the forceps. The 
suture in one layer shortens the operation time. ‘The 
mucosa heals perfectly without being sutured. There 
has never been a death from peritonitis in cases 
operated on in this way. 

Tables are given to show the results in a series of 
cases operated on by the usual methods and in a 
series operated on in the manner described. The 
total mortality was reduced from 26.1 to 7 per cent, 
that of gastro-enterostomy from 22.8 to 5.34 per 
cent, and that of resection from 38.8 to 21 per cent. 
However, the simplification of technique was not 
responsible for all of the reduction. Other factors 
were the limitation of general anesthesia, particu- 
larly chloroform anesthesia, the use of the Roth- 
Drager apparatus when general anesthesia was nec- 
essary, the use of local anwsthesia whenever pos- 
sible, and careful after-treatment including hypo- 
dermoclysis and the administration of heart tonics 
and sedatives for the first few days. The simplitica- 
tion of technique helped to prevent hemorrhage, 
shortened the operation, and tended to prevent late 
complications (there has been no instance of peptic 
ulcer in the 145 cases operated on by the new 
technique). Aubrey G. Morcan, M.D. 


Lockhart-Mummery, J. P.: The Etiology of Di- 
verticulitis. Lancet, 1930, ccxviii, 231. 

As multiple diverticula of the colon occur rela- 
tively late in life and as they develop in portions of 
the bowel known to have been normal previously , it 
is generally believed today that they are not con- 
genital. In contrast to Spriggs, the author is of the 
opinion that diverticula of the large bowel are the 
cause rather than the result of inflammation. In a 
number of instances, while performing a laparotomy 
for some other condition, he has observed on the 
outside of the colon large numbers of projections 
the size of millet seeds arranged in rows along the 
longitudinal intestinal bands. He believes that these 
occur at points where the lymphatics and blood 
vessels perforate the muscle. He considers them 
true pulsion hernia of the mucous membrane through 
the muscular coat. The causative factors are proba- 
bly age and certain metabolic disturbances. Diver- 
ticulosis occurs only in the latter part of life and 
almost invariably in persons who are obese. Lock- 
hart-Mummery believes that the X-ray evidence of 
early changes in diverticula, which Spriggs has 
termed “palisading,” might be produced by these 
numerous small diverticula without any inflamma- 
tory involvement, and that inflammation is due to 
fecaliths retained in the diverticula. 

The author distinguishes two types of diverticu- 
litis. The first is the type in which inflammation 
occurs over a relatively large area early in the condi- 
tion and as a result of the inflammatory process a 
fibrous stricture develops, pericolonic adhesions are 
formed, and the roentgenogram shows evidence of 
colonic obstruction. It is this type which is usually 
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diagnosed as carcinoma and in which extirpation is 
necessary for cure. In the second type, which is 
more common, the diverticula develop without any 
inflammatory change and if inflammation occurs sub- 
sequently it develops relatively late. 

ALTON OcusNnER, M.D. 


Vallone, D.: A Plasmocytoma of the Intestine 
(Plasmocitoma dell’intestino). Ann. ital. di chir., 
1930, 1X, 20. 

The case reported was that of a man twenty-four 
years of age who was admitted to the hospital with 
colicky abdominal pain and signs of intestinal occlu- 
sion. The first attack of pain had occurred four 
months previously. The patient gave a history of 
periods of dyspeptic symptoms and alternating con- 
stipation and diarrhoea, but had had no fever. 

Operation showed a tumor protruding into the 
small intestine and filling about half its lumen. The 
neoplasm originated chiefly from the connective 
tissue stroma of the mucosa and submucosa but also 
to a certain extent from the interstitial tissue of 
the inner muscle layer. Microscopic examination 
showed it to be made up largely of plasma cells. 
The part of the intestine affected was resected in two 
stages for a distance of about 15 cm. Recovery was 
uneventful. Three years after operation the patient 
showed no signs of recurrence. 

Only three plasmocytomata of the intestine have 
been described in the literature. There is a difference 
of opinion as to whether these tumors are true neo- 
plasms or products of inflammation. The author 
concludes from the histological findings that the 
neoplasm in his case was a true tumor. The Wasser- 


mann and tuberculin reactions were constantly nega- 
tive, and there were no signs of actinomycosis or any 
other form of inflammation. The tumor was benign 


and grew very slowly. Aubrey G. Morcan, M.D. 

Guibal, J.: Four Cases of Volvulus of the Small In- 
testine (Quatre cas de volvulus du gréle). Bull. 
et mém. Soc. nat. de chir., 1929, lv, 1417. 


In the first case reported, operation was performed 
three and a half days after the onset of symptoms 
of acute obstruction of the intestine, attacks of 
violent pain, bilious vomiting, meteorism, and 
tympany. A large amount of hemorrhagic serous 
fluid was found in the abdomen, and greatly dis- 
tended, purple loops of intestine emerged into the 
wound. The mesentery was dark red, thickened, 
and infiltrated with blood. When the incision was 
enlarged it was seen that the root of the mesentery 
formed a cone with the base resting on the posterior 
abdominal wall and the apex extending out of the 
abdomen. The pedicle of the mesentery appeared 
to be twisted on itself in a clockwise direction. The 
entire small intestine from the duodenojejunal angle 
to the terminal portion of the ileum was twisted 
360 degrees. As the volvulus was reduced, a char- 
acteristic gurgling was heard, the distended loops 
collapsed, and a large quantity of liquid faces and 
gas escaped from the anus. Recovery resulted. 


In the second case, the first attack, which was 
characterized by vomiting, malaise, and pain in the 
right iliac fossa and lasted three days, was followed 
by spontaneous recovery. The second attack, in 
which there was retention of stool and gas, o 
curred a week later. The symptoms increased, and 
on the third day the patient was brought 100 kilo- 
meters by automobile to the hospital, in intense 
pain. There was no fever. The right iliac fossa wis 
opened first, but as the appearance of the intestine 
suggested volvulus, laparotomy was done at once. 
The small intestine, purple and distended, issued 
from the incisional opening, and in the midst of 
the distended loops there was seen a band of ome:- 
tum forming a veritable cord stretched between the 
transverse colon and a loop of small intestine, ‘o 
which it appeared to be attached. This band sep:- 
rated the intestinal loops into two bundles, one «in 
the right and one on the left. It was divided be 
tween two ligatures, but the intestinal loops re 
mained distended. ‘The mesentery appeared to |e 
twisted on itself about 360 degrees. Even after 
reduction of the volvulus, the fecal matter and gas 
did not enter the cecum. As the ileocecal valve 
appeared to be impermeable, it was decided tc 
establish an intestinal fistula. When the ileum was 
punctured 20 cm. from the cecum, gas and liquid 
feeces escaped in large quantities. After two davs, 
in which the fistula functioned well, the course by 
way of the anus became re-established. When the 
patient was seen again two years later he was in good 
condition. A few drops still escaped by the old 
fistula, but he refused another operation. 

In the third case reported there had been a num- 
ber of attacks of severe gastric and intestinal pain 
with vomiting over a period of several years. .\p- 
pendectomy had failed to give relief. A diagnosis 
of pyloric stenosis had been made, but the patient 
had refused operation. Shortly thereafter he entered 
the hospital for urgent surgery for supposed per- 
foration of the stomach, but the ballooning of the 
epigastric space, the abundant vomiting, and the 
diffuse nature of the pain caused the diagnosis to be 
changed to ileus due to a band of adhesions in the 
appendicular region. Operation revealed a band 
in the region of the appendicular parietal cicatrice 
with its deep end attached to the large intestine 
and volvulus of the small intestine of 360 degrces. 
Evacuation of the stomach by puncture was 
necessary before the abdomen could be closed. 

In the fourth case, there was a history of repeated, 
localized abdominal crises for the past nine yeurs, 
with appendectomy four years ago. On the third 
day of the last attack, which was particularly 
severe, laparotomy was done. Strangulation o: the 
mesentery by torsion on a fibrous band was dis- 
covered. The mesentery appeared to be reducc:! to 
a cord o.5 cm. in diameter. Two and five-tenths 
meters of gangrenous bowel were resected. | he 
patient died on the third day. 

These four patients were men between twerty- 
two and fifty years of age. 
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GREGOIRE, who presented the report for Guibal, 
recalled that in 1925, in reporting two cases of 
volvulus in which a peritoneal band was found at 
the base of the torsion, he suggested that the peri- 
staltic wave of the intestine might give rise to 
volvulus if it was arrested by such a band. Three of 
Guibal’s cases support his hypothesis. 

FLORENCE A, CARPENTER. 


Nikitin, A.: Resection of 594 cm. of the Small 
Bowel Because of Acute Thrombosis of the Su- 
perior Mesenteric Vein (Ein Fall der Resektion 
von 594 cm. Duenndarm infolge einer akuten 
Thrombose der V. mesenterica sup.). Nov. chir. 
Arch., 1929, xix, 54. 

A forty-four-year old man, in whom go cm. of 
gangrenous ileum had been resected following stran- 
gulation of its mesentery by a Meckel’s diverticulum, 
was again operated upon six months later for what 
was believed to be a volvulus of the small bowel of 
ten hours’ duration. At the second operation the 
loops of the small bowel were found darkly dis- 
colored, lusterless, and lifeless, and in places covered 
with fibrin. There was no volvulus. A hematoma 
15 cm. in diameter involved the whole mesentery 
from the posterior abdominal wall to the bowel, and 
the entire ileum presented hemorrhagic infarction. 
The trunk and numerous branches of the superior 
mesenteric vein were thrombosed. The superior 
mesenteric artery pulsated, but its branches did not. 
Of the entire small bowel, only 30 cm. of the first 
part of the jejunum and 20 cm. of the terminal por- 
tion of the ileum were intact. 

Five hundred and four centimeters of small bowel 
were resected, which, with the go cm. previously re- 
moved, made a total of 594 cm. After a side-to-side 
anastomosis the abdomen was closed. The wound 
healed by first intention and the patient was dis- 
charged well after six weeks. There were then from 
three to four bowel movements daily. The feces 
were light gray. On a diet containing 800 gm. of 
carbohydrate, 132.9 gm. of fat, and 116.5 gm. of pro- 
tein, the patient felt well and was able to work. 

On two occasions, four and four and one-half 
months after the operation, the patient was re- 
admitted to the hospital for a study of his digestion 
by means of the Schmidt test. These chemicomicro- 
scopic analyses showed absorption to be less than 
normal, the absorption of fat being 57.6 per cent 
instead of go per cent; that of protein, 75.8 per cent 
instead of from 95 to 97 per cent; and that of carbo- 
hydrate, 90 per cent instead of 97 per cent. The 
feces were always gray-white and did not change 
following the ingestion of bismuth, tannalbin, or 
iron. The Schmidt urobilin test of the faces was con- 
stantly negative. The fecal reaction on all diets 
was acid. On the Schmidt and Strassburg tests, 
the urea and nitrogen contents of the urine were 


half the normal, but on an unrestricted diet they 
rose to the normal level. 

rive months and eighteen days after the second 
operation, following an excessive intake of alcohol, 
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the patient became ill with diarrhoea which was fol- 
lowed in four days by spasms, coma, and death. 

Autopsy revealed an embolism of branches of the 
artery of the Sylvian fossa on the right side. The 
unresected 50 cm. of intestine had become length- 
ened to 63 cm. 

This case shows that the maximal amount of small 
bowel which may be resected is 90 per cent instead of 
80 per cent as stated by Axhausen; that every pa- 
tient with acute thrombosis or embolism, even of the 
entire small bowel, should be treated surgically; and 
that after the removal of 90 per cent of the small 
bowel, the colon gradually takes over its function. 

G. Atrpeov (Z). 


Cirio, L.: A Contribution to the Study of Peri- 
duodenal Hernia (Contributo allo studio delle 
ernie interne periduodenali). Arch. ital. di chir., 
1929, XXV, 34. 

The author describes a periduodenal hernia which 
was found in the case of a man fifty-nine years of 
age who died of pulmonary tuberculosis. The only 
symptoms that could have been ascribed to the 
hernia were abdominal pain and frequent constipa- 
tion. Elevation of the transverse colon at autopsy 
disclosed a sac with a thin wall which contained all 
of the small intestine. The sac was the size of a 
man’s head and occupied a large part of the ab- 
dominal cavity below the mesocolon. It was 
roughly the shape of a kidney with its longest axis 
oblique from above downward. The upper part was 
to the left of the midline and at the level of the root 
of the transverse mesocolon. The lower part ex- 
tended down to the entrance of the pelvis and toward 
the right near the cecum. The opening of the sac 
was semi-elliptical with its upper two-thirds to the 
left and its lower third to the right of the midline of 
the body and at the upper right side of the sac. Its 
maximum diameter was about 5 cm. The loops of 
intestine could be removed from the sac easily, and 
there were no signs of compression or strangulation. 
In the upper anterior wall of the sac there was a 
vessel which surrounded the lower anterior part of 
the orifice and was identified as the left colic artery. 
The upper anterior part of the orifice was sur- 
rounded by a vein which proved to be the inferior 
mesenteric vein. The orifice of the sac was therefore 
surrounded by the so-called arch of Treitz. 

The author believes that the orifice of the sac 
had been displaced secondarily, but he was unable 
to determine its original site. He saw no evidence 
of a congenital origin, but concludes that a con- 
genital factor is present in the majority of cases. 

AupreEY G. Morcan, M.D. 


Vorhaus, M. G.: Recognition of Some of the Less 
Common Diseases: Duodenojejunal Divertic- 
ula; Mucocele of the Appendix and the Czecum. 
J. Am. M. Ass., 1930, xciv, 165. 

A duodenojejunal diverticulum was first described 
by Chomel in 1710. In 1913, Case first reported the 
diagnosis of duodenal diverticulum by the X-rays. 
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The X-ray diagnosis depends upon the finding of a 
barium-filled pouch in the upper intestinal tract sev- 
eral hours after emptying of the barium from the 
stomach and duodenum. 

From the few cases which have been reported it is 
apparent that duodenojejunal diverticula may exist 
without causing symptoms. Symptoms are probably 
caused by stasis in the pouch or partial or complete 
obstruction produced by the pouch. 

The author reports two cases of duodenojejunal 
diverticulum. The patients complained of attacks of 
pain in the epigastrium which occurred after eating, 
radiated slightly upward, and were often of a colicky 
nature. Induced vomiting or the use of a strong 
saline laxative gave relief. On physical examination, 
a focal point of tenderness in the epigastrium to the 
left of the midline was found. The findings of exami- 
nations of the gastric secretions, blood, urine, and 
feces were normal. 

A barium meal revealed no abnormalities until 
after the stomach and duodenum were empty, when 
an opaque pouch was seen at the level of, and to the 
left of, the third lumbar vertebra. At the twenty- 
four-hour observation the pouch was empty. Both 
patients were operated upon and recovered. 

Vorhaus reports also a case of mucocele of the ap- 
pendix and cecum. Mucocele of the appendix was 
first described by Virchow in 1863. Since then, it has 
been described frequently, but little has been added 
to the symptomatology. In many instances it has 
been incorrectly diagnosed as acute appendicitis, 
retroperitoneal tumor, carcinoma, ovarian cyst, and 
irreducible hernia. The only reference in the liter- 
ature to the use of the X-rays in the diagnosis was 


made by Simon. In the author’s case the diagnosis 
was established before operation by clinical and 
roentgenographic observations. The patient was a 


woman forty-six years of age. When she was first 
seen, in May, 1927, she complained of vague abdom- 
inal distress. Roentgen examination showed no fill- 
ing of the cecum or appendix, and physical examina- 
tion revealed tenderness over McBurney’s point but 
no rigidity or palpable mass. In October, 1927, the 
patient had a severe attack of pain in the right lower 
quadrant of the abdomen accompanied by nausea 
and vomiting. Examination then revealed a small 
round mass in the right lower quadrant, but no 
rigidity. The next day the mass disappeared and the 
patient felt well. Three such attacks occurred in a 
month, all associated with a palpable mass which 
disappeared the next day. The highest leucocyte 
count during the attacks was 12,000. 

In November, in an interval between attacks, gas- 
tro-intestinal roentgen studies were made. The bari- 
um meal revealed no definite pathological condition, 
but barium-enema studies disclosed an extensive fill- 
ing defect of the lower cecum and a very large, irreg- 
ularly filled appendix. 

The patient refused operation. Subsequently the 
attacks became more severe and the mass in the 
right lower quadrant increased in size and persisted 
for two or three days. 


In February, 1928, barium-enema studies showed 
the same filling defect in the lower caecum and aj) 
pendix, but the feathery appearance of the defect 
was replaced by irregular mottled shadows. 

At operation, performed in March, 1928, a lare 
mucocele of the appendix and cecum was removei. 
It was attached only at its base. The operation was 
followed by complete recovery. Barium-enema 
studies made a year later revealed no abnormalities 
of the cecum. The patient was entirely well. 

The conditions generally believed to be necessiry 
for the development of mucocele of the appendix 
may be summarized as follows: 

1. There must be complete or almost complcte 
stenosis of the lumen, else with the increasing dist«n- 
tion the fluid will be forced out. 

2. There must be complete absence of pathogen: 
micro-organisms, else empyema or gangrene \\ill 
result. 

3. Mucus must be secreted in excess of its absorp- 
tion, else distention will not occur. 

The author reports a case of intermittent mucoccle 
in which the stenosis of the lumen, though compleie, 
subsided after a time with complete collapse of the 
tumor. The fact that barium entered the tumor in 
this case proved that mucocele may occur even in the 
presence of bacteria. J. Epwrin Kirkpatrick, M.1) 


Ritvo, M.: The Roentgen Diagnosis of Lesions of 
the Jejunum and Ileum. Am. J. Roenig: 
1930, xxiii, 160. 

Following a brief description of the technique of 
roentgen examination of the small intestine and the 
findings in normal persons, Ritvo discusses the 
pathological conditions in which the roentgen ray 
may be of diagnostic aid. The lesions considered «ire 
obstruction, hypermotility, diverticula, malposi- 
tions and displacements, adhesions, tuberculosis 
ulcers, neoplasms, foreign bodies, and postoperative 
changes. 

In obstruction it is possible to determine the ce 
gree of obstruction and also, in many instances, to 
localize the site of the lesion. This may be done by 
observation of the gas-distended loops of small bowel 
or, preferably, by examination after the administra- 
tion of an opaque meal. Dilatation of the loops as- 
sociated with retention is indicative of obstruction. 
Hypermotility is revealed by unusual rapidity of 
progress of the meal, and its presence may sugyest 
such local lesions as ulceration, a tuberculous lesion, 
or a general process. 

Diverticula are indicated by one or more loca! “ed 
pouches which may retain their contents for varia)le 
periods. Malpositions and displacements are e:-ily 
demonstrable, and frequently the X-ray shows | he 
probable causes of such abnormalities. Hernia 11) 
contain portions of the small bowel. Elevation «nd 
separation of the loops may result from ascites. .\d- 
hesions may cause fixation, abnormalities of posi\on, 
and changes in the size and contour of the intesi ine. 
In tuberculosis, irritability with hypermotility «nd 
filling defects are the most common findings. ‘Tur 
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culous peritonitis occasionally causes diffuse adhe- 
sions and multiple, irregularly scattered strictures of 
the small bowel. 
Ulcers are very difficult to diagnose. They usu- 
ly cause narrowing of the lumen. The demonstra- 
ion of a niche in the strictured area makes the diag- 
nosis certain. Neoplasms do not cause constant 
roentgenological findings, but may be suggested by 
narrowing of the lumen or obstruction. The presence 
of opaque foreign bodies in the small intestine may 
be determined with the aid of an opaque meal. In 
rare instances, a non-opaque body may be detected. 
The study of the small bowel after operation is of 
importance. After gastro-enterostomy, roentgen 
studies should be made to check the site and func- 
tioning of the stoma. Poor function may show itself 
as delay in emptying or, more frequently, too rapid 
emptying. Jejunal ulcer and the presence of a vi- 
cious circle may also be determined by roentgen ex- 
amination. Postoperative adhesions may cause nar- 
rowing of the lumen, fixation, and displacement of 
the loops of small bowel. After ileocolostomy, roent- 
gen studies with the opaque meal and barium enema 
are very important to check the site and functioning 
of the anastomosis. In cases of colectomy, the small 
bowel distends and to a certain extent may take on 
both the form and the function of the colon. 
ApotpH HARTUNG, M.D. 


Sjovall, S.: A Surgically Treated Case of Hixsch- 
sprung’s Disease (Lin operierter Fall von Hirsch- 
sprungscher’ Krankheit). Acta chirurg. Scand., 
1929, Ixv, 5068. 


In the case reported, that of a boy thirteen years 
of age, a dilated sigmoid flexure was resected with a 


good result. Before the resection, an appendicos- 
tomy was done and the intestine repeatedly washed 
out. 


Lundblad, O.: Diverticulitis-Sigmoiditis, with Par- 
ticular Regard to Its Treatment (Ueber Di- 
verticulitis-Sigmoiditis, mit besonderer Berueck- 
sichtigung der Behandlung). Acta chirurg. Scand., 
1929, Ixv, 590. 


The author reports four cases representing dif- 
ferent types of diverticulitis of the sigmoid flexure 
and discusses the treatment. For cases of simple in- 
flammation he advises conservative internal treat- 
ment, and for cases with suppuration, the most con- 
servative surgical intervention possible, i.e., simple 
drainage supplemented, if necessary, by extirpation 
of a perforated diverticulum. He states that resec- 
tion should be considered only for cases with more 
serious complications such as stricture of the intes- 
tine. 


Bargen, J. A., Copeland, M. M., and Rankin, F. W.: 

Tuberculosis of the Sigmoid Colon Simulating 

a Primary Malignant Lesion. Ann. Surg., 1930, 
xcl, 79. 

l'uberculous lesions primary in the colon have 

been reported. Their most common site is the ileo- 
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cecal region. Tuberculosis of the sigmoid colon is 
one of the rare forms of tuberculosis of the colon. 
The authors report two cases in which several ob- 
servations suggested that the primary lesion was in 
the sigmoid. The surgeons who performed the ex- 
ploration noted that the greater bulk of the lesion 
was in the lower left part of the abdomen. Obstruc- 
tion occurred in the sigmoid colon, and the absence 
or scantiness of bleeding in the presence of a large 
obstructive lesion argued against the presence of a 
malignant condition. While the roentgenographic 
defects suggested malignancy, Rankin and Yeomans 
had previously noted that the defects produced in 
the roentgenogram by tuberculosis and malignant 
lesions are similar. The absence of tuberculous 
lesions elsewhere than in the sigmoid colon was 
noteworthy. 

Pincoffs and Boggs noted that in tuberculosis of 
intra-abdominal origin, masses of tuberculous nod- 
ules will occur in various places and that there is 
more matting of viscera than in tuberculosis of dis- 
tant origin. ‘hese conditions indicative of the intra- 
abdominal origin of the process were present in both 
of the cases reported by the authors. 

Bloodgood has cailed attention to the significance 
of leucocytosis in the diagnosis of obstruction by 
tuberculosis and has emphasized the unfavorable 
prognosis in the majority of such cases. 

The absence of lesions in the rectum and recto- 
sigmoid portion of the colon, which was noted on 
proctoscopic examination in the authors’ cases, 
argued against the presence of an ulcerative type of 
lesion, and the absence of deformity and of defects 
elsewhere in the colon was evidence against the 
presence of tuberculosis of the proximal portion of 
the colon and an indication that the disease was of 
the hyperplastic type. 

The peculiar feel of the abdominal wall noted on 
palpation in both of the cases and the associated 
tuberculous peritonitis were significant. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Pribram, B. O.: Residual Hepatic Disturbances 
After Gall-Bladder Operations (Die hepati- 
tischen Residualbeschwerden nach Gallenopera- 
tionen). Deulsche med. Wehuschr., 1929, li, 1768, 
1801. 


Pribram operated upon 305 cases of cholelithiasis 
with a mortality slightly under 3 per cent. He at- 
tributes his success to his method of operating, care- 
ful peritonization of the bed of the wound, and pri- 
mary closure. However, the number of patients who 
suffer disturbances after gall-bladder operations is 
still large. Pribram offers an explanation for such 
postoperative disturbances. 

He states that, as in appendicitis, the prognosis 
with regard to permanent cure is better when the 
operation is done during an acute attack than when 
it is done in a latent period after the symptoms have 
subsided. The general custom of waiting for the 
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interval is associated with the danger of extension 
of the infection to the liver and pancreas, which is 
the chief cause of the postoperative residual mani- 
festations so difficult to treat. 

Many of the colics occurring in cases of chole- 
lithiasis, particularly those which occur with a rapid 
onset of icterus, are to be considered hepatic colics 
and not true stone colics. These often occur before 
the operation and frequently are not completely cor- 
rected by the operation. They are therefore desig- 
nated more rationally as residual colics and dis- 
turbances than as recurrences. 

The same is true of pancreatitis. In a manner 
similar to that in which a hepatitis occurs as the 
result of infection through the lymphatics and the 
portal vein, a primary parenchymal injury of the pan- 
creas occurs. The associated flooding of the blood 
with diastase is comparable to the occurrence of 
icterus catarrhalis which is also due primarily | to 
cell injury. In this condition also there are extensive 
adhesions in the vicinity associated with a simul- 
taneous increase in the diastase, whereas the gall 
bladder itself no longer shows any noteworthy in- 
flammatory changes. These are the cases with fre- 
quent residual manifestations. They give the im- 
pression of a subacute or chronic insidious infection 
which, without any definite primary site, has in- 
volved the entire upper abdomen. The mildest 
inflammations produce the most marked adhesions, 
whereas purulent reactions may proceed without 
the formation of adhesions. The serosa irritated 


superficially by mild stimuli becomes extensively 
and permanently adherent to its surroundings. 
The pathologico-anatomical bases of the hepatitis 


are often indistinct. There is an accumulation of 
lymphoid cells about the intra-acinous biliary pas- 
sages. Clinically, hepatitis is associated with a 
lowered fat tolerance which is independent of the 
amount of bile secretion and may be considered a 
true symptom of the condition. In support of his 
views, Pribram cites several cases in which a febrile 
hepatitis developed after the ingestion of a diet rich 
in fat and was relieved only by operative treatment, 
medical management having no effect on the septic 
condition. He believes that the infection in these 
cases Was maintained by the vicious circle resulting 
when the colon bacilli which entered the duodenum 
with the bile were returned again to the liver by way 
of the portal vein. 

The treatment of hepatitis and perihepatitis in- 
cludes two modes of procedure: diet and irrigation. 
In addition, Pribram has been giving thyroid prepa- 
rations, particularly thyroxin, to detoxicate the 
liver. After this treatment he has repeatedly noted 
improvement in the symptoms and an increase in 
the fat tolerance. The thyroid secretion increased 
the function of the organs and brought about a par- 
enchymal regeneration. The author noted favorable 
results also from the administration of raw liver in 
the anemias resulting from septic cholangeitis. 

In conclusion, Pribram emphasizes again that 
operation during an acute attack gives the best end- 


results and delay of operation until a period of 
latency is associated with the danger of insidiovis 
extension of the infection to neighboring organs, the 
chief cause of the residual manifestations which are 
so difficult to cure. LoEuR (Z) 


Fuentes, B. V., Munilla, A., and Duomarco, J.: 
Neutral Fats and Glutathione in the Liver in 
Experimental Icterus Due to Obstruction (js 
grasas neutras y el glutation reducido del higaso 
en la ictericia por obstruccién experimental). 4 
Asoc. med. argent., 1929, xlii, 659. 

In the liver of white rats, the total fats determined 
by the Kumagawa-Suto method were reduced to h.ilf 
their normal value when the common duct was vc- 
cluded. In one-half of the number of rabbits «x- 
perimented upon in the same way the total fats wire 
reduced 40 per cent. In dogs, there was no appre- 
ciable change. The reduction in the neutral fats was 
accompanied by an even more intense reduction of 
the glycogen. 

When, in dogs, only one hepatic duct was ligated, 
the fat increased in the lobe with the patent «x 
cretory duct. 

In white rats, the glutathione of the liver in- 
creased progressively after ligation of the comnion 
duct, but in dogs it was not changed under these 
conditions. In rabbits, it was always greatly in- 
creased. When, in dogs, the excretory duct of a lobe 
of the liver was ligated it was reduced by 30 per 
cent in that lobe. Auprey G. Morgan, M.1) 


Chiray, M.,andLomon, A.: Contraction of the Gall 
Bladder Photographed ‘‘in the Act’? (La con- 
traction de la vésicule biliaire prise “sur le fait’ 
Presse méd., Par., 1929, Xxxvii, 1605. 

In three cases the authors saw the contraction of 
the gall bladder take place before their eyes and 
roentgenograms were taken which showed the phases 
of the contraction. The contraction was comple‘ cd 
in two or three seconds. In the first case, the gull 
bladder was orthotonic and was clearly visible on 
roentgenoscopy. A powerful contraction occurred 
which emptied the gall bladder of half its contents in 
less than one minute. The passage from the state of 
repose to that of contraction appeared to be almost 
instantaneous. The fundus of the bladder con- 
tracted while the body became cylindrical and ihe 
bile was forced from the fundus toward the neck. In 
less than a minute the shadow of the bladder |ad 
diminished by half and had returned to the shape of 
the organ in repose. 

In the second case the contraction was as energ« tic 
as in the preceding case, but more prolonged. It 
continued until the shadow of the gall bladder jad 
completely disappeared. The first plate showe'! a 
bladder of average dimensions, pear-shaped, wil!i a 
rounded fundus. An air bubble could be seen in the 
vicinity of the neck, at the site of the genu supe: us. 
On the second plate, taken about a minute later «nd 
at the moment when the stomach had just | ven 
filled with a mixture of barium, milk, and choco!.\te, 
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the bladder had become cylindrical by evacuation of 
bile from the fundus toward the neck and had dimin- 
ished in size by one-half. The succeeding pictures 
were taken at intervals of thirty seconds. The first 
showed that, by pressure, the walls of the bladder 
had deformed the right border of the antrum. The 
rest show the shadow of the bladder diminished and 
finally effaced. 

In the third case the gall bladder was atonic. The 
contraction followed pain produced by pressure of 
the examining finger. As the contraction in this in- 
stance was insufficient to force the spasm of Oddi’s 
sphincter, evacuation did not take place. The 
phenomena shown in the roentgen pictures resem- 
bled those seen in atonic stomachs struggling with 
infrequent contractions against spasm of the pylorus. 

The article is illustrated with fourteen roentgeno- 
grams. A lengthy review of experimental work with 
regard to contractions of the gall bladder precedes 
the report of the authors’ original research, and an 
extensive bibliography is appended. 

FLORENCE A. CARPENTER. 


Kaspar, F.: External Choledochoduodenostomy 
(Ueber die Choledocho-Duodenostomia externa). 
Deutsche Ztschr. f. Chir., 1929, ccxix, 91. 


The author describes the technique of external 
choledochoduodenostomy in detail and recommends 
the operation enthusiastically. He states that when 
the conditions are favorable for its performance 
(sufficient diameter of the biliary tract, etc.) it is not 
difficult technically. It is indicated in cases of steno- 
sis of the papilla with a rather large collection of 
stones extending into the intrahepatic ducts, cho- 
langeitis, extensive stricture formation at the end of 
the common bile duct, chronic pancreatitis, and in- 
operable tumors occluding the common bile duct. 

There is no danger of biliary stasis and infection of 
the biliary tracts from the duodenum as the result of 
the operation. The postoperative course is usually 
smooth, and the patient is restored to health rapidly. 
The immediate mortality is 2.6 per cent, which is 
very low when one considers that the operation is 
generally performed on patients who are seriously 
sick. The permanent results are very favorable, 
complete cures having been maintained in cases 
under observation for years. E. Koentc (Z). 


Zagni, L.: The Influence of Lumbar Sympathec- 
tomies and of Ablation of the Stellate Ganglion 
of the Sympathetic on the Regulation of the 
Blood Sugar by the Pancreas (De l’influence des 
sympathectomies lombaires et de l’ablation du gan- 
glion étoilé du sympathique sur la fonction glyco- 
régulatrice du pancréas). Lyon chir., 1929, xxvi, 788. 


The amount of sugar in the blood appears to be 
the chief factor maintaining the equilibrium be- 
tween the quantity of sugar utilized in the tissues 
and the mobilization of glycogen in the liver, on the 
one hand, and the quantity of carbohydrates and 
their retention in the liver in the form of glycogen, 
on the other hand. Therefore, in the investigations 


reported in this article, the blood sugar was taken as 
the index of the disturbances in this equilibrium. 
The experiments were made on dogs which were 
given normal alimentation. 

Zagni found that partial or total ablation of the 
lumbar sympathetic chain always resulted in an in- 
crease in the blood sugar which lasted about a 
month. Traces of glycosuria were noted in the first 
few days after the operation in only one of the two 
dogs. The daily output of urine was from 600 to 800 
gm. Polyuria did not occur. In one dog, a median 
laparotomy was performed and both lumbar sympa- 
thetic chains were stimulated with a No. 3 Ruhm- 
korff bobbin for five minutes. Hyperglycemia, 
polyuria, and glycosuria failed to occur. In experi- 
ments on rabbits, Rose and Schenck noted an in- 
crease of the blood sugar following simple opening of 
the abdomen. Of three dogs in the author’s experi- 
ments in which the stellate ganglion was ablated, the 
two that did not survive presented hyperglycaemia 
immediately after the operation. In the third ani- 
mal the blood sugar fell from 1.27 before the opera- 
tion to 1.04 and then progressively to 0.55 per thou- 
sand, where it remained. In two dogs subjected to 
partial pancreatectomy followed by sympathectomy 
of the pancreaticoduodenal artery, the glycemia 
increased after the second intervention. In one of 
these dogs, in which the sympathectomy was not 
well done because of haemorrhage from the pancreas 
at the level of the hilum, the hyperglycaemia was 
excessive (3.43), but the next day, ten hours before 
the animal’s death from peritonitis, there was a 
hypoglycemia (0.60 per thousand). In one dog the 
order of the operations was reversed, the sympathec- 
tomy of the pancreaticoduodenal artery preceding 
the partial removal of the pancreas by forty-eight 
hours. After the first operation the blood sugar in- 
creased from o.80 to 0.90, and after the second 
operation there was a transient slight hyperglycaemia. 

From these experiments the author concludes that 
the center regulating the blood sugar and, in conse- 
quence;the carbohydrate metabolism, are influenced 
through the abdominal or cervical sympathetic, 
probably through the activity of a highly compli- 
cated neurohormonal mechanism, this constituting 
another indication of the close functional relation- 
ship between the sympathetic nervous system and the 
glands of internal secretion. 

The movements of the blood-sugar level in the 
different experiments are shown by graphs. 

FLORENCE A. CARPENTER. 


Buonsanti, P.: Splenomegaly with Chronic Con- 
gestion and Gamna’s Nodules in a Case of 
Active Hereditary Syphilis (Splenomegalia con 
fatti di cronica stasi e noduli di Gamna eredolue a 
tipo florido). Arch. ital. di chir., 1929, xxv, 1. 


The case reported was that of a girl twenty years 
of age. A diagnosis of syphilitic splenomegaly was 
made and splenectomy was performed. The patient 
died four days after the operation. Autopsy showed 
thrombophlebitic splenomegaly, gummata in the 
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liver, marked degeneration of the myocardium, and 
thrombosis of the trunks of the portal and splenic 
veins. The postoperative thrombosis had evidently 
developed from an old phlebitis. 

The author reviews the literature regarding the 
cause and significance of Gamna’s perivascular 
nodules and reports three experiments in which an 
attempt was made to produce them in dogs. Liga- 
tion of the veins was followed in about four months 
by tumor formation with a pathological picture 
closely resembling that of thrombophlebitic spleno- 
megaly in man, but no Gamna perivascular areas 
resulted. The author believes that these areas are 
caused, not by a mycosis, but by a collagenous 
necrobiosis which, in the case reported, was brought 
about by the syphilitic infection. 

Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Grube, E.: Experimental Studies of the Distribu- 
tion of Fluids in the Abdominal Cavity (Ex- 
perimentelle Untersuchungen ueber die Verteilung 
von Fluessigkeiten in der Bauchhoehle). Deutsche 
Zischr. f. Chir., 1929, ccxviii, 386. 

The author reports studies of the distribution of 
fluids in the abdominal cavity which were carried 
out on rabbits. When umbrenal, which has the same 
specific gravity as water, was injected into the small 
pelvis or under the diaphragm and the rabbit was 
suspended by his head or hind legs or laid in a hori- 
zontal position, it was found by repeated X-ray ex- 


aminations that the contrast fluid remained at the 
site of injection for several hours until it became ab)- 
sorbed. After about four hours it disappeare:|. 
Then, regardless of the position of the animal, there 
occurred a gradual extension of the shadow toward 
the diaphragm, which was apparently produced |, 
the lymph flow (sucking action of the diaphragm 
during respiration). From these findings it is evi 
dent that the distribution in the abdominal cavi 
of a fluid of about the specific gravity of water is » 
determined by the laws of gravity and is not 
fluenced by the position of the body. 

The results following the introduction of relative |, 
heavy fluids, such as iodipin, were entirely differen 
Always, within an hour, the oil gravitated to the «e- 
pendent portions of the abdominal cavity, towar 
the diaphragm or pelvis, depending on the site of | 
jection and the position of the body. 

Fluids of middle weight were distributed ince- 
pendently of position and gravity, whereas heavy 
fluids sank to the lowest portions of the cavity, their 
distribution being dependent on the position of | 
body. 

As the fluids formed by the body in inflammatiois 
—exudate and pus— are of middle weight, their «! 
tribution is independent of body position. Th« 
fore, even in non-encapsulated, purulent infections 
of the abdominal cavity the most comfortable posi 
tion, i.e., elevation of the pelvis, may be employed 
during operation without hesitancy, and in the after 
treatment of peritonitis it is not necessary to keep 
the upper part of the body elevated. Duscut (Z). 





GYNECOLOGY 


UTERUS 


Bovin, E.: Symptoms of Myomata of the Uterus 
During the Menopause. Acta obst. et gynec. 
Scand., 1930, ix, go. 

Of 300 cases of uterine myomata for which opera- 
tion had been performed, 4.3 per cent were those of 
women between the ages of fifty-four and eighty-two 
years in whom, as shown by the operation and the 
result, the myomata had given rise to symptoms 
subsequent to the menopause which had persisted for 
many years. In 8 cases there was hemorrhage. One 
patient with hemorrhage, who was sixty years old, 
had passed the menopause eight years previously 
after treatment with the roentgen rays. In I case, a 
myomatous polypus the size of a tangerine orange 
was associated with a small adenocarcinomatous 
growth in the fundus. Four patients had symptoms 
of growing myomata with or without bleeding. In 2 
cases, severe pressure on the bladder or rectum was 
caused by calcification occurring in the neoplasms, 
Also in 2 cases, oedema or necrosis of the tumors de- 
veloped. 

The author states that cases such as these should 
be borne in mind in discussions of operative versus 
irradiation treatment of uterine myomata. They 
indicate that even after the menopause has been 
brought about by irradiation, the remaining myo- 
mata may cause troublesome symptoms in the 
future. 


Davanzo, I.: Bacterial Flora of the Fibromyoma- 
tous Uterus (Sulla flora batterica degli uteri fibro- 
miomatosi). Riv. ital. di ginec., 1929, x, 478. 


In an examination of the bacteria flora in twenty- 
nine cases of fibromyoma of the uterus, the author 
found different forms of micro-organisms—cocci, 
bacilli, or fungi—in nineteen cases. In most instances 
they came from the vaginal flora. Davanzo believes 
that the classification used by Maunu and Heurlin 
for the different degrees of bacterial cleanliness of 
the vagina may be applied to the uterus also. In 
the first degree there is absolute cleanliness; in the 
second, a few saprophytic bacteria; and in the third, 
various forms of cocci. He states that the immigra- 
tion of bacteria into the uterus is not caused by 
regressive changes in the fibromyomatous uterus, 
such as hyaline degeneration or necrosis, and that 
their presence in the uterus may not cause any 
secondary changes in the endometrium or the tumor 
nodules. The tumors become infected only under 
exceptional conditions such as when they are sub- 
mucous and, in addition to causing patency of the 
cervix, cause changes by traction or pressure which 
aflect the nutrition of the endometrium. 

Aubrey G. Morcan, M.D, 
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Boije, O. A.: Principles in the Treatment of Myo- 
mata (Richtlinien bei der Myombehandlung). 
Acta obst. et gynec. Scand., 1930, ix, 74. 

This article is based on 400 cases of myoma, 128 of 
which were treated by roentgen irradiation and 272 
by operation. In the first group the primary result 
was favorable, but there were 2 deaths. In the 2 
fatal cases, in both of which there was a sarcoma, the 
findings of curettage were negative. The mortality 
in Group 1 was therefore 1.5 per cent. Of the surgi- 
cally treated cases, enucleation was done in 84 and 
supravaginal amputation in 188. In this group also 
there were 2 deaths, but they were not due to the 
treatment. One of them occurred on the fourth day 
after the operation from cardiac failure and the 
other was due to cerebral hemorrhage. The mor- 
tality in the second group was therefore 0.7 per cent. 

The author has more and more extended the indi- 
cations for operative treatment and now uses roent- 
gen treatment only when operation is contra-indi- 
cated. His choice of treatment is based not so much 
on the favorable results of operation as on the fre- 
quency of serious symptoms following the destruc- 
tion of ovarian function by the roentgen ray. He 
performs an amputation, not a total extirpation. 
When amputation is not suitable, he does an enu- 
cleation. 


Heyman, J.: Radiology as a Complete or Partial 
Substitute for Surgery in the Treatment of 
Cancer of the Female Pelvic Organs. Surg., 
Gynec. & Obst., 1930, 1, 173. 

In cases of cancer of the cervix, radiological treat- 
ment at Radiumhemmet has given results as good 
as, or better than, those obtained by surgery as 
reported’ in the literature. An absolute cure was 
obtained at Radiumhemmet in 20.6 per cent of the 
cases, whereas in surgically treated cases reported 
in the literature an absolute cure was obtained in 
19.1 per cent. Radiological treatment seems to be 
most effective in operable cases. Heyman believes 
that in carcinoma of the cervix, operation should be 
done only when radiological treatment fails. 

The statistics of Radiumhemmet show that in 
operable cases of carcinoma of the body of the 
uterus, radiological treatment resulted in a cure in 
50 per cent, whereas in surgically treated cases re- 
ported in the literature a cure was obtained in 58.8 
per cent. Heyman concludes that operable cases 
should be treated by surgery followed by irradiation. 
In borderline cases he individualizes the treatment. 
He states that surgical treatment is to be preferred 
when the uterine cavity is large and irregular, and 
radiological treatment when the uterine cavity is 
narrow and regular. Inoperable cases of cancer of the 
body of the uterus should be treated by irradiation. 
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In cancer of the vagina, operation should be en- 
tirely superseded by irradiation. 

In cancer of the ovary, removal of the tumor should 
be tried and followed by radiological treatment. 
Radiological treatment will bring about considerable 
improvement, and may render subsequent opera- 
tion successful. T. Froyp BELL, M.D. 


Chueco, A.: Manipulations for Exteriorization of 
the Uterus in Conservative Operations Per- 
formed by Colpotomy (Maniobras de exteriori- 
zacion del atero en las intervenciones conservadoras 
a realizar por colpotomia). Semana méd., 1920, 
XXXVi, 1641. 

Exteriorization of the uterus at the vulva is one of 
the difficulties that it has been necessary for advo- 
cates of vaginal operation to overcome. The size of 
the opening in the vagina required for the exteriori- 
zation of the uterus and adnexa must be determined, 
and it is necessary to know whether the uterus and 
adnexa are free and reducible and whether the broad 
ligaments are distensible enough for exteriorization. 
Gynecological examination will show the size of the 
field of operation; combined vaginal and external 
palpation will reveal the size, position, mobility, and 
consistency of the organs; and traction on the cervix 
will demonstrate the extent to which the ligaments 
can be stretched. 

When it has been found possible to exteriorize the 
uterus, a colpotomy, generally an anterior colpot- 
omy, is performed. The anterior os is caught with 
special forceps which have little buttons on the ends 
to prevent injury to the uterus and are curved in 
such a way that they will not obstruct the view. The 
vaginal mucous membrane is incised along the whole 
length of the cervix, the line of cleavage for dissect- 
ing the bladder free is found, and the whole anterior 
wall of the uterus is exposed. If the incision is not 
large enough, another incision is made across it. In 
order to prevent injury to the uterine artery, these 
manipulations must be confined to the anterior sur- 
face of the uterus. The forceps are then changed 
from the anterior to the posterior lip of the os and the 
patient put in an exaggerated Trendelenburg posi- 
tion to get the intestines out of the way. 

The author describes various instruments used for 
exteriorization of the uterus and illustrates the in- 
strument he prefers, a sort of curved retractor with 
a broad blade which does not injure the tissues. He 
emphasizes that simplification of instruments is de- 
sirable. He states that in some cases the uterus has 
been exteriorized by a see-saw movement with the 
use of only the index finger and the forceps in the 
posterior lip of the os. | Aubrey G. Morean, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Ahlstrém, E.: A Case of Actinomycosis of the Ad- 
nexa of the Female Genitalia (Ein Fall von Ak- 
tinomykose in den Adnexen der weiblichen Geni- 
talien). Acta obst. et gynec. Scand., 1930, ix, I. 


The author reports a case presenting an actino- 
mycotic tumor of the left ovary, with which the 


tube had evidently fused, abscesses of smaller size 
in the adjacent parametrium, empyema on the right 
side, invasion of the diaphragm, subphrenic abscess, 
and abscesses of various sizes in the liver. He then 
discusses the pathological anatomy and Clinical fea 
tures of actinomycosis of the female genitalia on the 
basis of this case and sixty-one cases reported in the 
literature. 

He states that it is often difficult to determine the 
mode of origin of infection of the female genitalia, 
but that in most cases the infection probably begins 
in the intestine. Ascending infection doubtless «c- 
curs in only a few cases such as those in which thie 
condition becomes evident after a criminal abortion. 
In some cases, however, it can be explained only « 
the basis of metastasis by way of the blood stream. 
In the author’s case it probably originated in the 
pleura or lung. 

The prognosis is unfavorable. No instance « 
long-standing cure has been reported, although i 
one case the patient remained well during obser\ 
tion for two and a half years. 

With regard to the treatment the author states 
that in the relatively rare cases in which the process 
is limited to the adnexa it seems advisable to « 
tempt to extirpate the tumor, but in cases in whi 
the infection has spread to the pelvic connective {is- 
sue it is probably better to try roentgen treatment 
supplemented by potassium iodide medication and 
incision and evacuation of the actinomycotic masses. 
While roentgen treatment has seldom been applied 
to actinomycosis of the genital organs, its relatively 
favorable results in the treatment of actinomycosis 
in other locations, even the abdominal form, indicate 
that it may improve the prognosis of the former 
condition. 


Faure, J. L.: Aggravation of Ovarian Tumors by 
Radiotherapy (Sur l’aggravation des tumeurs de 
Vovaire par la radiothérapie). Bull. Soc. d’obst. ei di 
gynéc. de Par., 1930, xix, 43. 

A woman forty-five years of age received three 
roentgen treatments, a week apart, for uterine 
fibroma. The first exposure lasted forty minutes, 
but the length of the subsequent exposures is not 
stated. The first treatment was not well borne and 
was followed in a few days by enlargement of the 
abdomen. After the second treatment, the pativcnt 
complained of great fatigue, and at the time of the 
third treatment slight signs of ascites caused the 
radiologist to hesitate before making the exposure. 
When the patient presented herself for the fou:' 
time, ascites was clearly evident, the abdomen was 
greatly enlarged and it was obvious that her conii- 
tion had become worse. The radiologist sent ‘ier 
home, and the next day Faure was called to see her. 

At operation, Faure found abundant ascites an‘ a 
uterine fibroma with several nodules flanked on buth 
sides by an ovarian tumor the size of a fist which «as 
partly cystic, and partly solid. The uterus od 
adnexa were removed with ease, and as no grow’his 
of any sort were noted on the intestines or pelvic 
walls, a definite cure is expected. 
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Faure is convinced that the sudden aggravation 
of the tumors was caused by the exposures to the 
roentgen rays. In support of his opinion he cites an 
earlier case in which roentgen irradiation for sup- 
posed fibroma of the uterus was followed by enlarge- 
ment of the tumor. When he was consulted in this 
case he expressed the belief that the tumor was a 
cyst of the ovary. At operation, he found the left 
ovary transformed into a cyst as large as an adult’s 
head and closely adherent to the uterus and broad 
ligament. The interior of the cyst was completely 
filled with papillary vegetations bathed in a small 
quantity of milky fluid. Faure had never seen simi- 
lar vegetations; they were not less than 8 or 10 cm. 
long. Four months later the patient died following 
enlargement of the glands on the side opposite the 
primary cyst. This ovarian cyst behaved like the 
worst of cancers. Faure cites also a third case of a 
similar nature. He is convinced that radiotherapy 
can have a disastrous effect on ovarian cysts, and 
emphasizes that a pelvic tumor should not be irra- 
diated until the radiologist is absolutely certain that 
the neoplasm is a fibroma and is not accompanied by 
an ovarian cyst. 

In the discussion, BECLERE maintained that Faure 
had not proved the connection between the malig- 
nant transformation and the irradiation. 

Brocg stated that scientific proof of malignant 
transformation of a benign tumor of the ovary is not 
possible at the present time and that it is not always 
easy to determine the prognosis of an ovarian tumor 
even from histological sections. He believes that in 
doubtful cases roentgen therapy should be given 
very cautiously and that surgery should be resorted 
to without further delay if a distinct diminution in 
the size of the neoplasm is not apparent after two or 
three treatments. FLORENCE A. CARPENTER. 


EXTERNAL GENITALIA 


Faltin, R.: Two Cases in Which a Vagina Was 
Formed Artificially (Zwei Faelle von kuenstlicher 
Scheidenbildung). Acta obst. et gynec. Scand., 1930, 
ix, 124. 

In the first case reported the author (like Ruge, 
but about a month earlier) used a part of the sigmoid 
flexure to form a new vagina. The results were still 
excellent after sixteen years. 

In the second case a loop of ileum was employed. 
The bringing down of the loop to the vulva was not 
successful. Transverse section of vessels in the mes- 
entery was followed by sloughing of the trans- 
planted intestine, peritonitis, and death. 

Faltin concludes that the large intestine is prefer- 
able to the small intestine for an artificial vagina. 


Wichmann, S. E.: Three Cases of Vaginal Aplasia 
Operated upon by the Schubert Technique 
(Drei nach Schubert operierte Faelle von Aplasis 
vaginae). Acta obst. et gynec. Scand., 1930, ix, 661. 


The first case reported was that of a girl eighteen 
years of age who had been married three months. 


The patient suffered severe pain at coitus and had 
developed partial urinary incontinence. ‘The urethra 
was considerably dilated. After the operation the 
function of the bladder and intestine was entirely 
normal and there was complete voluptas sub coitu. 
The time of observation was about two years. 

The second case was that of a woman twenty-four 
years of ago who was engaged to be married. The 
operation was followed by parotitis, infection of the 
wound region, and a rectovaginal fistula. The fistula 
was closed by a secondary operation. Coitus was 
rendered possible, but there was no voluptas. ‘The 
function of the bladder, levatores, and anal sphincter 
was as good as before the operation. The time of 
observation was eighteen months. 

The third case was that of a woman twenty-two 
years of age who was engaged to be married. The 
operation was followed by quick recovery without 
complications. The final result was satisfactory, but 
there was no postoperative coitus. The time of ob- 
servation was about a year. 

The author compares Schubert’s method with 
other operations. He states that only the Schubert 
and Faltin-Ruge procedures can be relied upon to 
give a good result and to be associated with a low 
mortality (3 per cent). The mortality of the Bald 
win, Mori, and Haeberlin plastics of the small intes 
tine and Popoft’s rectal plastics have a mortality of 
from 16 to 20 per cent. Moreover they are fre 
quently followed by unfavorable sequelie such as 
fistula and by poor end-results. 

Because of the marked disturbances in the de 
velopment of the urinary organs which are associated 
with aplasia of the vagina, the author emphasizes 
that the development and topography of these 
organs, especially the ureters, should always be de 
termined by roentgenography before operation is 
attempted. The condition and position of the rec- 
tum and sigmoid should be similarly determined. 


Bazala, V.: Plastic Operations on the Vagina (Nco- 
plastica vaginae). Lijeé. vijestnik, 1929, li, 357. 

The first plastic operation on the vagina was per 
formed at the beginning of the nineteenth century 
for hematometra. Later, plastic operations were 
done in cases of complete absence of the vagina. The 
attempt was made to form a canal between the blad 
der and rectum and keep it open by tamponade or 
glass or metal tubes. The canal soon became nar- 
rower and shorter and the end-result was a failure. 
Not much better were the results with autotrans- 
plantation (Bumm), homeoplastic operations by the 
Kuestner and Mackenrodt technique, and the het- 
eroplastic method of Sitsinski. 

Pfannenstiel chose the abdominal route and in 
cases in which there was a uterus which could be 
used as a fixed point for the attachment of the rudi- 
mentary vagina he obtained very good results. 
Actually, however, no plastic operation was per 
formed except in a case in which Rein performed a 
similar operation by the vaginal route. Fraenkel, 
Frank, and Geist returned to the flap operation. 
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This procedure they improved and modified, al- 
though not with complete success. Ott, Stoeckel, 
and Kroemer attempted to cover the newly created 
canal with peritoneum, but by this method only 
Dreyfus (1912) obtained a good result. Gersuny, in 
1897, was the first to form a new vagina from a por- 
tion of the anterior wall of the rectum. Moskowicz 
and Amann used the entire anterior wall. Amann, 
in 1911, claimed that, if necessary, the entire lower 
portion of the rectum could be employed. In 1891, 
Snegireff used the entire rectum. He first made a 
sacral anus and two weeks later split the anal 
sphincter almost up to the urethra and then sutured 
in the rectal mucous membrane. Popow employed 
another procedure. While preserving the sphincter, 
he dissected free the lower portion of the rectum to 
form the new vagina and then sutured the upper 
portion to the anal sphincter. In 1911, independ- 
ently of Popow, Schubert described a method which 
was free from the defects of Popow’s procedure. 
Strassmann, Trapel, and Amreich perfected impor- 
tant details in the procedure. Today, the method 
has been completely worked out and gives good 
results. 

The literature records 110 cases operated upon 
by Schubert’s method with 4 deaths, a mortality of 
3.50 per cent. To these must be added 5 cases which 
were operated upon by Durst at the Gynecological 
Clinic at the University of Zagreb. The author 
reports Durst’s cases in detail. A temporary recto- 
sacral fistula resulted in 2, but the end-results in all 
5 cases were excellent. A patient operated upon 
seven years ago has an elastic stricture several centi- 
meters above the anus, but this causes no difficulty 
or pain. The secretion from the new vagina is mod- 
erate. In none of the cases was there a normal 
uterus. There were no deaths. 

The formation of a new vagina from the small 
intestine by the Baldwin-Haeberlin-Mori method in 
140 cases was associated with a mortality of 15.81 
per cent. Of 3 cases in which this method was em- 
ployed at the Zagreb clinic, only 1 showed a primary 
and permanent successful result. In 1 case the short- 
ness of the mesentery rendered it impossible to 
bring down the small intestine, and in another, 
death resulted from peritonitis. The use of the 
small intestine is much more dangerous than that of 
the large intestine. There is danger of ileus, the 
secretion from the vagina is greater, coitus is often 
painful, and the mortality is very high. In contrast, 
Schubert’s method has a very low mortality and 
gives very good end-results. As shown by Wagner’s 
case, a normal labor may occur after the operation. 
Complications which may follow the Schubert opera- 
tion are comparatively mild and readily controlled, 
whereas those associated with the use of the small 
intestine are always dangerous to life. Whether the 
flexure method of Ruge will give better results than 
the Schubert method remains to be seen. Of the 
earlier procedures, that of Pfannenstiel is to be pre- 
ferred when a uterus and rudimentary vagina are 
present. Viwakovic (G), 


Bjérkenheim, E. A.: The Treatment of Rectovagi- 
nal Fistule (Zur Frage der Behandlung von Rec- 
tumscheidenfisteln). Acta obst. et gynec. Scand., 
1930, ix, 58. 

The author reviews six cases of rectovaginal tis 
tula treated during the period from January 1, 10 
to December 31, 1929, in the gynecological depar' 
ment of the Deaconess Hospital at Helsinfors. [n 
three cases the fistula was situated in the lower pr 
tion and in three in the upper portion of the rectu 
In four cases it developed after an operation p 
formed at the hospital—a perineal operation in t 
and a laparotomy in two. Of the two patients \}y 
had a fistula at the time they were admitted to | hic 
hospital, one had a vulvo-anal fistula and the other 
a larger fistula situated high up in the left vagi: 
fornix. In the latter, a tampon had been left in | 
pouch of Douglas after a major operation. In | 
cases in which the fistula was.small and situated hi! 
it healed spontaneously within three and five wee . 
respectively. In two cases in which it was low it ». 
closed by an operation performed according to | 
Guerin, Sanger, or Crossen method by the perin:. 
route. In one case a smaller rectovaginal fistula «Je 
veloped after the perineal operation, but no seco 
ary operation was performed to close it as the | 
tient did not return. In the case in which the fist! 
was situated high up in the left vaginal fornix || 
operation was performed according to the Legucy 
technique, a combination of the vaginal and perine: 
methods. This procedure has great advantages 
many respects and is performed more easily th: 
many others. On the fifth day after the operativ: 
flatus and feculent matter escaped through the \ 
gina. By the fourteenth day flatus still escape 
through the vagina but no feces. An opening the 
size of a pinhead was found in the left fornix. Thi 
was cauterized. The fistula healed completely i: 
four days. The author recommends the method for 
cases in which a rectovaginal fistula situated high 
does not heal spontaneously and the perineal method 
or the vaginal method alone might be difficult and 
perhaps even impossible without a more or less niu- 
tilating operation. 


MISCELLANEOUS 


Anspach, B. M.: Observations on the Results Ob- 
tained in the Treatment of Sterility. Am. /. 
Obst. & Gynec., 1930, Xix, I. 

This report is based on 132 private patients seen 
in the period from January, 1923, to January, 1925. 
The cases are divided into 2 groups—those of «b- 
solute sterility in which conception had never 
curred, and those of relative sterility in which con- 
ception had occurred at least once, but for a con 
siderable time, notwithstanding opportunity ind 
effort, had not occurred again. 

When, in the Huhner test, no living sperms were 
found, the husband was sent to a urologist. ‘i he 
sperms in the cervical mucus exhibited much greater 
motility than those lying in the vaginal vault even 
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though they were close to the external os. Unques- 
tionably a difference in the motility of spermatozoa 
in the vaginal vault and in the cervix is an index of 
ihe influence of the vaginal secretion. 

(he Rubin test is also of importance in the study 
of sterility in women, for if the tubes are closed, 
conception is impossible. However, the findings of 
one examination cannot be taken as absolute. It is 
necessary to repeat the test and to precede the 
second one with the use of an antispasmodic and 
replacement of the uterus if the position is abnormal. 

Lipiodol injection of the tubes and X-ray study 
was done by the author when the tubes were closed 
and the patient was willing to submit to whatever 
operative procedure was necessary to overcome the 
obstruction. 

\ diet rich in Vitamin A and the administration 
of calcium lactate are indicated in the treatment of 
both the husband and the wife. 

While obesity may not be the cause of sterility, 
it is very frequently associated with evidences of 
diminished ovarian function and ovulation, and a 


reduction in weight is often followed by improve- 
ment in the manifestations of the menstrual and 
reproductive functions. 

A douche of a 1:500 solution of sodium bicarbonate 
or sodium chloride before coitus and maintenance 
of the recumbent posture with elevation of the hips 
for from six to eight hours after coitus are helpful. 

In addition to these general measures, other 
therapeutic measures, including local treatment and 
operations, have been employed. 

In the cases reviewed there were no pregnancies 
after salpingostomy, even under the most favorable 
circumstances. 

Of 55 cases in which the patient agreed to complete 
study and treatment, conception occurred in 57 pet 
cent. Of 42 cases in which the tubes were patent 
a full-term child was born in 38 per cent. 

The results of treatment in 69 cases in which the 
patient was not studied, most of which were con 
sultation cases, were 19 conceptions, 16 full-term 
pregnancies, 2 abortions, and 1 pregnancy now in 
progress. EK. L. Cornett, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Sodemann, T.: Pathological Elevation of the Dia- 
phragm in the Course of Pregnancy (L’éléva- 
tion pathologique du diaphragme au cours de la 
grossesse). Acta obst. et gynec. Scand., 1930, ix, 471. 

Sodemann reports a case of diaphragmatic relaxa- 
tion during pregnancy which caused cardiac dis- 
turbances and collapse. After spontaneous delivery 
the symptoms disappeared completely. 


Carreras, F., and Cortes, C.: Cardiopathies and 
Pregnancy (Cardiopathies et grossesse). Bull. Soc. 
d’obst. et de gynéc. de Par., 1930, xix, 35. 

This report is based on 104 cases of pregnancy in 
which numerous clinical and roentgen studies were 
made. In 60 cases the heart was normal. Mitral 
stenosis was present in 16; cardio-aortic syphilis in 
19; mitral insufficiency in 7; and coronary aortitis in 
1. Among the 60 cases in which the heart was nor- 
mal there were to in which heart lesions were sug- 
gested by subjective symptoms or by examination. 

In mitral stenosis, a dilatation of the cardiac cavi- 
ties en bloc generally occurs in pregnancy. This does 
not occur as in the normal heart. As gestation ad- 
vances, the heart enlarges in all its diameters, but it 
appears that the ascension of the vascular pedicle is 
not so marked as in normal cases. This enlargement 
is produced early, possibly in the second or third 
month, while in normal cases it does not take place 
until the sixth or seventh month. All stenoses are 
unfavorably influenced by pregnancy, and especially 
by successive pregnancies. In a considerable number 
of cases of mitral stenosis, a certain portion of the 
dilatation acquired during pregnancy persists. An 
exaggerated dilatation may be found during the 
puerperium, together with signs of cardiac insuffi- 
ciency that were not present before. These are 
doubtless due to the effort of labor. 

It is impossible to predict the manner in which the 
heart will react to pregnancy. Stabilized stenoses 
are more tolerant of pregnancy than developing le- 
sions. The authors’ 3 patients with pulmonary ar- 
teritis were brought through labor normally with the 
usual management. Therefore the authors cannot 
agree that this condition is a sufficient reason for the 
interruption of pregnancy. They believe that mitral 
stenosis is better tolerated by the pregnant woman 
than has been thought, but is nevertheless the most 
dangerous of valvular lesions with the exception of 
congenital lesions of the right heart. They call atten- 
tion to the fact that the interdiction of marriage on 
account of a heart lesion may result in a psychic de- 
pression as harmful to the heart as pregnancy. 

In general, hearts with compensated mitral in- 
sufliciency behave like normal hearts in pregnancy, 
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but if there is also some myocardial insufficien: 
their behavior is pathological, with constant aug- 
mentation of volume involving all diameters. The 
dilatation is precocious, and the return to norma! is 
slow. Only marked insufficiency is associated with 
danger, and it is the ventricular, rather than the v.:I- 
vular, insufficiency that is important. 

True cardiac lesions of syphilitic origin present 
conditions similar to those produced by analogous \ :\l- 
vular lesions from other causes such asrheumatism. [n 
syphilitic aortitis in pregnancy, the heart underg:es 
true dilatation. The greatest increase is seen in ' he 
transverse diameters. The vascular pedicle does jot 
make so evident an ascent as in normal cases. ‘I jis 
observation is particularly striking in cases with 
periaortitis. The dilatation is decidedly precocious, 
and the return to normal may take several months. 
Pregnant women tolerate syphilitic aortitis well «5 a 
rule, but dyspnoea on effort and pain at the leve of 
the manubrium, radiating to the clavicle are {re- 
quent symptoms. In the 1 case of coronary aortitis 
observed by the authors, the pregnancy was con- 
tinued to term and delivery was normal. The tirst 
sign of the lesion had been infarction of the myocar- 
dium in the fourth month of pregnancy. 

Attention is called to the fact that pregnancy is 
frequently associated with a change of the normal 
valvular sounds which may mislead the physiciin. 
Even additional sounds may be present. The sounds 
at the base are particularly liable to modification, 
with re-inforcement of the second aortic sound, |ist- 
ing throughout pregnancy, in the absence of hyper- 
tension and aortic dilatation. Not infrequentl\, a 
mitral pseudorhythm is noted. These sounds may 
be transient or intermittent, but more often per-ist 
up to the moment of delivery. The only moditica- 
tions of rhythm observed in the normal cases re- 
viewed were respiratory arrhythmia, isolated ex! ra- 
systoles, and true attacks of paroxysmal tachycarilia. 

The authors have come to the conclusion that the 
gravity of cardiopathies during pregnancy has ben 
exaggerated. They believe that there is a tendency 
to lose sight of the medical aspect of the case in ‘he 
obstetrical aspect. They state that the cardiolog'st’s 
opinion must form the basis of the prognosis, ‘nd 
that medical and dietetic treatment must form ‘he 
basis of the management. 

The various types of dilatation are shown in 
grams. FLORENCE A. CARPENT! 
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Klemperer, F.: Tuberculosis and Pregnancy 
berkulose und Schwangerschaft). Zéschr. f. Gebu: 
u. Gynaek., 1929, XCVi, I. 


At the beginning of this century it was gene’ lly 
believed that pregnancy often causes the lighiing 
up of a latent pulmonary tuberculosis and ag -ra- 
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‘ates an active infection, and that therefore when 
occurred in the presence of tuberculosis it should 
ays be interrupted. With refinement in the diag- 
osis of tuberculosis this theory became untenable 
with modern methods, tuberculosis was demon- 
strable in 45 per cent of pregnant women. Hence it 
is now believed that while the manifest active lesion 
may justify interruption of the pregnancy and in 
prognostically unfavorable cases renders the pro- 
cedure necessary, latent inactive tuberculosis is not 
an indication. The necessity for individualization 
of cases in the choice of treatment is therefore ap- 
parent. While Pankow repudiates individualization, 
demanding interruption of pregnancy in manifest 
tuberculosis but rejecting it in latent tuberculosis, 
latent inactive tuberculosis can be distinguished 
from manifest tuberculosis only by individualization. 
I'he author is decidedly opposed to the Heidelberg 
tenets (Menge supported by Schultze-Rhonof). He 
states that the theories regarding lipolytic ferments 
in the blood of pregnant women and demineraliza- 
tion and hyperfunction of the thyroid are entirely 
unproved and hypothetical. Schultze-Rhonof denies 
the right and duty to interrupt pregnancy because 
up to the present time there is no satisfactory ex- 
planation for the claimed unfavorable influence of 
pregnancy on tuberculosis of the lungs. However, 
when there is danger it makes no difference whether 
we have an explanation for it or not. Schlimpert 
regards pregnancy as a special tax on the tuberculous 
woman. According to Granzow of the Breslau 
Gynecological Clinic, pregnancy, and especiaily the 
puerperium, increases the general susceptibility of 
the organs to tuberculous disease. 

The statistics on population cannot be materially 
influenced by the problem as pregnant women with 
manifest tuberculosis constitute only about 1.5 per 
cent of the population (Pankow, 1.4 per cent; 
Rosthorn, 1.06 per cent; and A. Mayer, 1.5 per cent, 
before the World War). The statistics of clinics on 
aggravation of tuberculosis by pregnancy are so 
divergent that they are of little assistance. They 
vary between 7 and 100 per cent because the mate- 
rial is very different and the classification of Turban 
is insufficient. The Charity Gynecological Clinic of 
Berlin had tot cases in a period of eight years, but 
only 48 of the patients could be traced later. Pan- 
kow had only 5 cases in the second stage. Pankow 
and Franz-Zondek had only 2 cases each in the third 
stage and both of these were fatal. The incidence of 
aggravation in their cases was therefore 100 per 
cent. On the other hand, Winter had 1 case in the 
third stage in which the condition improved, the in- 
cidence of improvement being therefore 100 per cent. 
With such unsatisfactory statistical evidence, as 
Franz-Zondek also has emphasized, there remain 
only the general impression and one’s own experi- 
ence as a basis for judgment. 

_ The author states that his own rather rich expe- 
tence in hospital and private practice has led him 
to the conviction that the danger of pregnancy to 
Women with tuberculosis is not a slight one and that 


the incidence of from 16 to 23 per cent reported for 
tuberculosis exerting an unfavorable efiect on preg- 
nancy is too low. He cites the cases of 2 daughters 
in t family who developed manifest tuberculosis 
during pregnancy, and states that in well-observed 
cases of tuberculosis and pregnancy in the wives and 
daughters of physicians a relationship between preg- 
nancy and the outbreak or aggravation of the tuber- 
culosis has been acknowledged. 

The tuberculous woman who becomes pregnant 
should go to the hospital at once, but the author 
asks how many women will find this possible. He 
asks also how many women are willing and able to 
stay away from home for a year, and how many mar- 
riages would be disrupted by such a prolonged ab 
sence. He emphasizes that even though we do not 
recognize a social indication for the interruption of 
pregnancy today, there is in addition to the medical 
indication a social accessory indication which under 
certain conditions may be decisive. 

Klemperer emphasizes that pregnancy is a source 
of danger to the tuberculous woman and its earliest 
possible interruption affords more favorable condi 
tions for treatment of the tuberculosis in a sana- 
torium. In some cases, however, sanatorium treat 
ment begun immediately and continued up to the 
time of labor may render interruption of the preg 
nancy unnecessary. Whether in the individual case 
interruption of pregnancy is allowable or necessary 
must be decided according to the medical and social 
conditions. Apical foci are no longer considered the 
essential beginning of the progressive disease. To- 
day, the early infiltration represents practically the 
beginning of phthisis. Open tuberculosis can be 
differentiated from the closed form, but there are 
potentially open cases which only occasionally elim- 
inate bacilli as well as progressive closed but inter 
nally open cases. There are also cases with cavita- 
tion in which for a long time there is no expectora- 
tion or only a scanty amount of sputum free from 
bacilli. In all open cases interruption of pregnancy 
is allowabte, but in cases with slight apical dullness, 
indefinite respiratory changes, circumscribed roent- 
gen shadows at the apex, or only slight apical veiling 
without shadows below the clavicle and without dis- 
tinct rales, interruption of the pregnancy is not 
allowable. In doubtful cases one may wait until the 
course becomes established. ‘To the group of doubt- 
ful cases belong those of apical tuberculosis with 
dense shadows at the apex, bands passing from the 
apex to the hilus, and more definite physical signs. 
If in these cases the condition does not progress and 
if the patient’s social conditions are not unfavorable 
the pregnancy may be allowed to continue. An early 
infiltration is always an indication for the interrup- 
tion of pregnancy, as is also cavity formation. In 
the presence of disseminated foci, one may wait, but 
with aggravation of the condition interruption of 
the pregnancy is indicated. The blood sedimentation 
test is of no aid in pregnancy. Hwemoptysis is a sign 
of progressive disease and justifies interruption of 
the pregnancy. R. Kunn (G). 
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Gammeltoft, S. A.: A Case of Hemorrhagic Enceph- 
alitis Following Salvarsan Treatment During 
Pregnancy (Ueber einen Fall von Encephalitis 
hemorrhagica nach Salvarsanbehandlung waehrend 
der Schwangerschaft). Acta obst. ct gynec. Scand., 
1930, ix, 167. 


Following the report of a case of hemorrhagic 
encephalitis after salvarsan treatment during preg- 
nancy, the author emphasizes that salvarsan should 
always be given by a specialist who is able to detect 
the very first signs of complications. 


Newell, F. S.: Obstetrical Management of Cases of 
Urinary Infections in Pregnancy. New England 
J. Med., 1930, ccii, 371. 


Newell states that there are several groups of 
cases in which termination of pregnancy may be nec- 
essary on account of severe pyelitis. The first group 
are those in which the process is of long standing and 
the patient is so toxic when she is first seen by the 
consultant that he cannot fail to recognize the seri- 
ousness of her condition and the inadvisability of 
further delay in the hope that continued treatment 
may prove successful. 

The second group are those in which the process 
is not of long standing, but thorough treatment has 
proved unsuccessful in relieving the symptoms. In 
a large number of these cases, cystoscopy and renal 
lavage are necessary after medical measures have 
failed. After this treatment, the majority of the 
women are able to carry the pregnancy to term with 
perhaps only a slight recurrence of the symptoms in 
the later months. However, after delivery, a cure 
can be effected only by prolonged treatment and 
sometimes not at all 

The third group of cases under discussion are 
those in which a definite pyelonephrosis has devel- 
oped either because of a lack of treatment or in spite 
of treatment. 

In the fourth group are the cases in which the in- 
fection is due to a virulent streptococcus instead of 
the colon bacillus. If the infection does not respond 
promptly to treatment, the pregnancy should be 
terminated as there is great danger of a general in- 
fection which may prove fatal. 

The method employed in the termination of the 
pregnancy depends on the stage of the pregnancy, 
the condition of the patient, and the condition of the 
soft parts. Newell believes that. before the sixth 
month, vaginal hysterotomy with immediate empty- 
ing of the uterus is the method of choice. After the 
sixth month, medical induction of labor by means of 
castor oil, quinine, and the repeated use of small 
doses of pituitrin combined with rupture of the mem- 
branes will usually be successful. In case of failure, 
the dilating bag may be employed to secure cervical 
dilatation. The nearer the patient is to term the 
more probable it is that medical induction of labor 

‘combined with rupture of the membranes will be 
successful. In the author’s opinion, abdominal 
casarean section should be abandoned. 

ROLAND S. Cron, M.D. 


Titus, P., Willets, E. W., and Lightbody, H. D.: 
Fluctuations in the Blood Sugar During 
Eclampsia: A Report of Additional Cases. ||». 
J. Obst. & Gynee., 1930, xix, 16. 

To twelve cases which they reported previous!y, 
the authors add seven others which confirm their 
contention that there is a wide fluctuation in the 
blood sugar in exceedingly short periods of time 
during an eclamptic seizure. Like the first group of 
cases, the second group showed that it is characters- 
tic for the convulsions to be preceded by sharp f:ls 
in the blood sugar-periods of relative hypoglycemia. 
It has been found also that a sudden cytoglycopw nia 
or glucose impoverishment within the erythrocy ‘es 
is the outstanding feature of these periods. 

In a series of forty-two cases of eclampsia wh'ch 
are presented, an analysis of single blood-sugar 
values taken from each case shortly after the )a- 
tient’s admission to the hospital and before tre:t- 
ment showed that the cases with normal or lower 
than normal values outnumbered those with hyper 
levels in the ration of 1.5 to 1. 

Work now under way indicates that hypogly- 
cemic levels are a predominant and fairly const int 
feature of true pre-eclampsia. 

The authors therefore conclude that the intra 
venous administration of dextrose is specific treat- 
ment for eclampsia and pre-eclampsia, while the 
addition of insulin or the use of insulin alone is not 
indicated. E. L. Cornett, M.1) 


Gyllenvird, N.: The Results of Treatment of 
Eclampsia in the Stockholm-Sued Obstetrical 
Institute in the Period from October 1, 1911, 
to December 31, 1928, and of Eclampsism and 
Nephropathy in the Period from 1918 to 1928 
(Die Behandlungsresultate an der Gebaerans'ilt 
Stockholm-Sued bei Eklampsie vom 1. Oktober, 
1g1r zu Dezember 31, 1928, sowie bei Eklamp 
sismus und Nephropathie 1918-1928). Acta obs/. ct 
gynec. Scand., 1930, 1x, 221. 

In this report the cases classified as cases of 
eclampsia were those associated with convulsiuns, 
and the cases classified as cases of eclampsism were 
those in which, on account of a combination of 
symptoms such as oliguria, oedema, high blood pres 
sure, dimness of vision, changes in the fundi, vomit- 
ing, headache, pain in the epigastrium, and general 
restlessness, the onset of eclampsia was feared 
Cases classified as cases of nephropathia were those 
of the milder forms of pregnancy toxicosis in which 
on one occasion the urine had contained more t)an 
1 per cent of albumin. 

Eclampsia. In 48,053 deliveries (excluding alor- 
tions) there were 282 cases of eclampsia. The in- 
cidence of the condition was therefore 0.6 per cvnt. 
The total maternal mortality was 7.8 per cent, «nd 
the corrected maternal mortality 6.7 per cent. | he 
latter figure was obtained by deducting 2 casc- in 
which following spontaneous delivery, death vc- 
curred from sepsis after the eclamptic symptoms 
had disappeared and 1 case of placenta previa «cn 
tralis in which death was due to hemorrhage. ! he 
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total fetal mortality was 31 per cent and the cor- 
rected fetal mortality after the deduction of the 
deaths of fetuses weighing less than 2,00 gm., 20 
per cent. 

[here were 67 cases of eclampsia during preg- 
nancy with 6 deaths, a mortality of 9 per cent; 155 
cases of eclampsia during labor with 11 deaths, a 
mortality of 7.1 per cent; and 60 cases of puerperal 
eclampsia with 5 deaths, a mortality of 8.3 per cent. 

Spontaneous delivery occurred in 40 per cent of 
the cases. Forceps were used in 119 cases, and other 
ordinary obstetrical interventions were done in 36 
cases. Labor was induced in 7 cases. Abdominal 
cwsarean section was performed in 2 cases, and vagi- 
nal cawsarean section in 6. 

\enesection was used more and more frequently. 
During the period from 1924 to 1928 it was employed 
in 71.4 per cent of the cases. 

In agreement with the findings of Finnish and 
Norwegian investigations, the frequency of eclamp- 
sia was found to increase in the spring. 

Eclampsism. In 28,674 deliveries there were 140 
cases of eclampsism. Thirteen (8.7 per cent) mothers 
developed eclampsia, but none of them died. 

In 90 cases which were treated for more than 
twenty-four hours before delivery, the total ma- 
ternal mortality was 4.4 per cent; the total fetal 
mortality, 30.2 per cent; and the corrected fetal 
mortality, 16.7 per cent. Spontaneous delivery oc- 
curred in 60 per cent of the cases. Forceps were ap- 
plied in 27, and other ordinary obstetrical interven- 
tions were done in 6. Labor was induced in 2 cases 
on account of retinitis albuminurica. Abdominal 
cesarean section was done in I case. 

In 59 cases treated for twenty-four hours or less 
before delivery the total maternal mortality was 6.7 
per cent; the total fetal mortality, 14.5 per cent; 
and the corrected fetal mortality, 6.5 per cent. 
Spontaneous delivery occurred in 79.7 per cent. 
Forceps were applied in 9 cases, and other ordinary 
obstetrical interventions were done in 2. 

Nephropathy. In the 28,674 deliveries there were 
670 cases of nephropathy. Seventeen (2.5 per cent) 
mothers developed eclampsia, but none died. 

In 188 cases which were treated for more than 
twenty-four hours before delivery the total maternal 
mortality was 1.06 per cent; the total fetal mor- 
tality, 12 per cent, and the corrected fetal mortality, 
6.5 per cent. Spontaneous delivery occurred in 78.2 
per cent of the cases. 

In 482 cases which were treated for twenty-four 
hours or less before delivery there was no maternal 
mortality, the total fetal mortality was 9.3 per cent, 
and the corrected fetal mortality was 5.6 per cent. 
Spontaneous delivery occurred in 96.1 per cent of 
the cases. 


Wiesner, B. P.: On the Separation of the Kyogenic 


Hormone from Human Placenta. Edinburgh M. 
J, 1930, XXXvii, 73. 


In experiments on mice and rats the author found 
that the oestrus and reproductive cycles could be 


readily determined from the microscopic changes 
occurring in the vagina, the vaginal epithelium be- 
ing cornified during the oestrus cycle and mucinous 
during the reproductive cycle. 

The ovary is believed to produce in succession at 
least two different hormones and that it functions in 
two endocrine phases. It is known that after hypo- 
physectomy no genital development occurs in ani- 
mals of either sex. ‘Tissue grafts and acid extracts 
of the anterior lobe of the hypophysis remedy the 
deficiency and may even induce early cestrus. 
Therefore the anterior lobe of the hypophysis proba- 
bly contains a sex hormone which directs the endo- 
crine function of the ovary. 

Two gonadotrope actions of extract of the anterior 
lobe of the hypophysis have been established: (1) 
the oestrogenic (grafts and acid extracts), and (2) the 
kyogenic (alkaline extracts). The latter favors the 
occurrence of, and maintains, pregnancy. 

Zondek and Ascheim have shown that the urine 
of pregnant women and the human placenta contain 
substances similar in effect to grafts of the anterior 
lobe of the hypophysis, and in experimental investi- 
gations on animals they observed that oestrus and 
the mucified vaginal epithelium typical of preg- 
nancy occurred after the injection of the urine of 
pregnancy. The latter development was probably 
due to activated kyogenic hormone. The author 
produced the same result in mice, using extract of 
human placenta. Cuares F. DuBots, M.D. 


Superbi, C.: Late Results of Simple Abortion and 
Abortion with Tubal Sterilization in Women 
with Pulmonary Tuberculosis (Ksiti remoti 
dell’interruzione di gravidanza semplice e associata 
a sterilizzazione tubarica in donne affette da tuber- 
colosi polmonare). Riv. ital. di ginec., 1929, X, 493. 

The author reports twelve cases in which simple 
abortion was done and ten in which abortion with 
tubal sterilization was done on account of pul- 
monary tuberculosis. In fifteen of the twenty-two 
cases the tuberculosis had been present for some time 
before the beginning of the pregnancy. In all except 
one case the abortion was induced in the first three 
months of the pregnancy. In the one exception 
it was induced in the fourth month. 

Of the twelve women subjected to simple abor- 
tion, two (16.6 per cent) died within about a year. 
In two, the condition remained stationary and in 
four it progressed. Four showed a certain amount 
of improvement. The condition improved or re- 
mained stationary in those who did not become 
pregnant again. 

Of the women subjected to abortion with tubal 
sterilization, one (10 per cent) died within about a 
year and the others showed rather marked improve- 
ment in the pulmonary condition. 

The author comes to the conclusion that pulmo- 
nary tuberculosis is aggravated by pregnancy, and 
that abortion, preferably with sterilization, should 
be done in progressive cases. 

AUDREY G. Morcan, M.D. 
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LABOR AND ITS COMPLICATIONS 


Fontes, J.: Contribution to the Study of the 
Causes That Initiate the Contractions of Labor 
(Contribution 4 l’étude des causes du déclanche- 
ment du travail de l’accouchement). Gynécologie, 
1929, XXvVili, 577. 

Immediately after the death of a virgin guinea pig 
by bleeding, the two horns of the uterus were ex- 
cised and portions of equal size from each were 
placed in oxygenated Ringer’s solution in a thermo- 
stat. A piece of ebonite large enough to cause dis- 
tention was then introduced into one of the horns 
and tracings were made of the movements of the 
two horns. 

The horn into which the piece of ebonite had been 
introduced showed energetic rhythmic movements 
comparable to those of the gravid uterus at the time 
of delivery and continuing for hours. The other horn 
showed very slight movements or none at all. 

These findings indicate an action of the fetus on 
the uterus, but they do not explain why labor con- 
tractions begin on one day rather than another when 
the distention of the uterus by the fetus remains the 
same. An additional factor was therefore sought in 
the blood of the mother. 

In experiments to demonstrate such an additional 
factor the two horns of a guinea pig’s uterus were 
placed in separate receptacles in oxygenated Ringer’s 
solution at a temperature between 38 and 39 degrees 
C. and after relaxation of the contraction caused 
by the excision of the organ, 1 or 2 c.cm. of the defi- 
brinated venous blood of a woman in labor (uterine 
dilatation one to three fingers) were introduced into 


one of the receptacles and the same quantity of the 
defibrinated blood of a man was introduced into the 
other receptacle. The uterine horn contained in the 
first receptacle contracted immediately or after a 
brief delay. The contractions were rhythmic and of 
great amplitude, resembling those of parturition, 


and continued for hours. The uterine horn in the 
other receptacle showed insignificant contractions or 
none at all. When these experiments were repeated 
with the horns of the uterus of a gravid guinea pig 
the results were similar. 

In another experiment use was made of the blood 
of a woman in whom the membranes had ruptured 
before the beginning of labor and the contractions 
were very weak, necessitating forceps delivery. The 
blood was withdrawn before the intervention. This 
blood had no effect at all on the contractions of the 
horn of the guinea pig uterus. 

Blood withdrawn from a woman eight days before 
delivery induced only a short series of very weak con- 
tractions separated by long periods of immobility. 

Blood taken from a woman during labor produced 
the described contractions quite clearly, but the 
blood of the same woman taken six hours after de- 
livery was ineffective. 

Blood obtained during the period of expulsion in a 
short labor with vigorous pains acted very ener- 
getically, the contractions induced being so close 


together that they were superimposed in the tracing, 
whereas blood obtained from a woman delivered 
eight days before its withdrawal caused practically 
no contractions of the other horn of the same animal. 
FLORENCE A, CARPENTER 


Lindén, O.: Paralysis in the Distribution of the 
Nervis Ischiadicus in Connection with Child- 
birth. Acta obst. et gynec. Scand., 1930, ix, 300. 

After reviewing different types of paralysis asso- 
ciated with pregnancy and labor, the author «ie- 
scribes the traumatic peroneal paralysis, the develop- 
ment of which Lefébvre and Hiinermann have ex- 
plained satisfactorily. The lumbosacral nerve trunk 
arising from the fourth and fifth lumbar nerves 
and forming the main part of the peroneal nerve 
takes its course directly over the sharp innominate 
bone where it can be easily injured by the fetal head, 
particularly in cases of disproportion between ‘he 
fetal head and the size of the pelvis. On account of 
rotation of the fetal head in its passage through ‘he 
pelvis, the resulting paralysis is nearly always ‘ni- 
lateral. In mild cases it disappears completely «iter 
a few months. 

The author reports four cases of traumatic pcro- 
neal paralysis in which recovery resulted. In two 
cases it developed in a multipara following spon- 
taneous delivery, and in two it developed in a primi- 
para following forceps delivery. One of the multi- 
pare had had encephalitis lethargica prior to her 
last confinement, but the others had never suficred 
from any nervous disease. 

In conclusion the author reports a case of pero- 
neal paralysis following septic criminal abortion in 
which the paralysis was associated with the forma- 
tion of a circumscribed abscess in the pelvis on the 
same side. The paralysis disappeared spontaneously 
when the swelling diminished in size. 


Rojas, D. A.: A New Manipulation for Direct De- 
livery of the Shoulders When the Arms Are 
Extended (Una nueva maniobra para el despren- 
dimiento directo de los hombros cuando los braxos 
estén deflexionados). Semana méd., 1930, xxxvii, 65. 

The arms are rarely extended beside the head 
when the shoulders are delivered spontaneous!\ as 
the contractions of the uterus which deliver the 
trunk keep them down beside the chest. However 
their extension may occur in spontaneous breecli de- 
livery when the contractions of the uterus are not 
strong enough and in labors in which traction is :1ec- 
essary to prevent death of the fetus. 

In the manipulation used by the author when the 
arms are extended, the posterior arm is brought 
around until it is anterior. This rotation brings the 
corresponding shoulder down so that in the majurity 
of cases it is delivered spontaneously or only slight 
pressure with the finger on the bend of the elbow is 
necessary to complete the delivery. The different 
steps of the rotation and delivery are illustrate: 

‘Twenty-five cases in which the method was used 
are reported and the results are compared with t hose 
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of the classical methods and Mueller’s manipulation. 
There was no maternal mortality. Nineteen of the 
children were delivered alive. Five of the six infants 
which were born dead had been seriously injured by 
delayed labor and some of them were unusually 
large. In sixteen cases the manipulation was not 
tried until Mueller’s manipulation had failed. The 
puerperium was febrile in only one case. The only 
injury to a fetus was a bilateral fracture of the hu- 
merus in a case in which both the Mueller manipu- 
lation and the author’s manipulation failed on ac- 
count of impaction. In the author’s manipulation 
there is no danger of infection and the life of the 
child is less endangered than in other methods be- 
cause the manipulation can be performed very 
quickly. The procedure does not cause fracture or 
injure the brachial plexus or the roots by traction, 
and its results are better than those of other manipu- 
lations even when the child is very large. 
Auprey G. Morcan, M.D. 


Chapple, H.: The Use of Forceps and Cesarean 
Section in Labor. Brit. M.J., 1930, i, 104. 


All women should be examined at the thirty-sixth 
week of pregnancy. In the majority of cases it will 
be found that the head passes the brim and labor 
should be allowed to continue. If delay occurs at 
the midpelvis, a possible occiput-posterior position 
should be corrected and forceps applied. If delay 
occurs at the outlet, the timely application of for- 
ceps will usually be sufficient. When there is over- 
lapping of the head at the brim, nc interference is 
necessary if moulding and strong uterine contrac- 
tions will allow the head to pass. In such cases a 
study of the psychic side of the patient will be help- 
ful and the use of scopolamine and morphine of great 
value. If, after a reasonable time, it is found that 
the head is not coming down in the pelvis, cesarean 
section may be performed safely. If the head passes 
through the pelvis and becomes at all engaged, for- 
ceps should be used. When the head appears to be 
too large, the patient should be given the test of 
labor, and if no advance is made, a cesarean sec- 
tion should be performed. 

ABRAHAM A. Braver, M.D. 


Hornung, R.: The Status of Cesarean Section in 
Modern Obstetrics (Die Stellung des Kaiser- 
schnittes in der modernen Geburtshilfe). Muenchen. 
med. Wchnschr., 1929, ii, 15806. 

The statistics of the University Gynecological 
Clinic in Berlin for the period from 1923 to 1925 
when the clinic was under the direction of Bumm 
and for the period from 1926 to 1928 when it was 
under the direction of Stoeckel show that with the 
limitation of the indications for casarean section in 
cases of narrow pelvis in the second period there was 
a decrease in the mortality from 5.3 to 1.56 per cent 
In cases of narrow pelvis, whereas with the increas- 
ingly active treatment of placenta praevia there was 
an increase in the mortality in cases of the latter 
condition. 


The statistics cover 13,253 deliveries, 450 (4.2 per 
cent) of which were accomplished by cesarean sec- 
tion. In 7,325 deliveries the total mortality from 
infection was 0.31 per cent, whereas that of cwsarean 
section was 3.37 per cent. In the cases of women 
admitted without fever and delivered spontaneously 
or by operation the mortality was only 0.057 per 
cent. The mortality of vaginal operative delivery in 
695 cases Was 1.7 per cent in the cases with infection 
and 0.43 per cent in those without infection. A com- 
parison of vaginal and abdominal operative methods 
therefore shows that abdominal cesarean section had 
a mortality from eight to ten times greater than the 
mortality of vaginal procedures and that even when 
it was carried out only on the strictest indications 
its mortality was always from 3 to 4 per cent higher 
than that of major vaginal interventions. 

Of 25 cases in which repeated cesarean sections 
were done very extensive adhesions between the 
uterus, abdominal wall, omentum, and intestines 
were found in 12 and rupture of the uterus occurred 
in 7. It was surprising that only 2 of the ruptures 
occurred after rupture of the membranes. The rup 
ture of the scar at the end of pregnancy or the be- 
ginning of labor is favored by mechanical factors or 
placentation in the region of the scar. All of the 
women survived, but in the cases of 5 it was nec- 
essary to remove the uterus. Three of the 7 infants 
were dead. 

From these findings the author concludes that we 
are not justified in assuming that casarean section is 
without danger. Its indications must be determined 
from both the obstetrical and the surgical view- 
points, and besides the primary mortality, the possi- 
ble dangers associated with future pregnancies and 
labors must be taken into consideration. 

K. Herm (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Petersen, L. S.: Causes of Death in the Puerperium. 
Acta abst. et gynec. Scand., 1930, ix, 432. 

Of 24,155 women delivered in the Public Mater- 
nity Hospitals of Norway during the years from 1918 
to 1928, 165 died, a mortality of 0.7 per cent. Of 
those who were delivered in the clinics, from 0.5 to 
0.6 per cent died. 

About 50 per cent of the deaths were caused by in- 
fection and toxemia. Toxemia was responsible for 
slightly more deaths than infection. Ten per cent of 
the deaths were due to placenta previa. As many 
deaths in cases of toxemia and placenta praevia were 
caused by infection, infection was probably the 
cause of about two-thirds of all deaths. It must be 
borne in mind, however, that in the absence of the 
primary disease, infection would not have occurred. 
Five deaths were due to rupture of the uterus and 4 
to postpartum hemorrhage. 

Causes of death not directly connected with preg- 
nancy or labor included pneumonia (especially fre- 
quent in the years from 1918 to 1920), influenza, 
renal diseases not due to pregnancy, and heart dis- 
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eases. Women with tuberculosis do not often die in 
obstetrical clinics. Six per cent of the total number 
of deaths were due to other conditions which oc- 
curred in only 1 or 2 cases each. 


Skajaa, K.: Cessation of the Coagulation of the 
ood in Postpartum Hemorrhage; Shock 
Bleeding. Acta obst. et gynec. Scand., 1930, ix, 453. 


In about 13,000 confinements the author found 11 
cases of postpartum hemorrhage in which the blood 
coagulated normally at first and the bleeding 
ceased, but after from fifteen to twenty minutes (in 
a few cases after from one to four hours) the bleed- 
ing began again and blood did not coagulate. In 7 
cases the uterus was firm and permanently con- 
tracted, and in 2 cases it was completely atonic. 

In all of the cases there had been a preliminary 
severe hemorrhage, and in all but 1 case 1 or more 
intra-uterine manipulations had been made. There 
were 4 cases of placenta previa with prolonged copi- 
ous bleeding, and in 3 cases there was premature de- 
tachment of a normally implanted placenta. In most 
of the cases the hemorrhage of non-coagulating 
blood began with a sudden change in the patient’s 
general condition suggesting obstetrical shock. 

The non-coagulating blood lacked fibrinogen. Blood 
simultaneously collected by venous puncture coagu- 
lated in a normal manner. The uterus was the site of 
a purely local and temporary hemophilia manifested 
by a diffuse capillary hemorrhage. In 2 cases the 
blood was found thickened at the beginning of the 
hemorrhage. The author believes that this type of 
bleeding is due to a condition of shock and suggests 
for it the name “shock bleeding.” 

All usual ways of arresting hemorrhage, including 
compression of the aorta, are of no avail; they waste 
time and aggravate the condition of shock. The only 
operation to be considered is vaginal hysterectomy. 
In 4 of the cases reviewed the bleeding stopped after 
transfusions of 1,000, 1,200, 1,200, and 2,000 c.cm. 
of blood respectively, but in 7 cases it was fatal. In 
several of the fatal cases large quantities of saline 
solution were given in addition to the same quanti- 
ties of blood as were transfused in the cases with re- 
covery. The saline solution seemed to have an un- 
favorable effect. 


Pifiero Garcia, P. P.: Simple Acute Endocarditis in 
Puerperal Infection (Endocarditis aguda simple 
en la infeccién puerperal). Semana méd., 1930, 
Xxxvii, 256. 

Acute simple endocarditis is rare in puerperal in- 
fection. It occurs in only 0.68 per cent of the cases, 
its incidence being therefore one-third that of malig- 
nant endocarditis. It is more frequent in infection 
following delivery at term than after abortion. It 
appears early and its course is rapid. It generally 
begins in the second half of the first week of the 
puerperium, but occasionally does not develop until 
the third week. Serious infection and previous 
changes in the endocardium are predisposing causes. 
The importance of the first factor is shown by the 


fact that the condition occurred in 4.47 per cent of 
the cases of serious infection and in none of the cases 
of mild or moderately severe infection reviewed by 
the author. In 18.18 per cent of the autopsies, 
chronic valve lesions were found. The condition in- 
volves the mitral orifice most frequently even when 
there are similar anatomical changes in the other 
orifices from previous infections. It is not preceded, 
accompanied, or followed by signs of pseuo- 
rheumatism. 

As its beginning is latent, the heart must be ex- 
amined daily. Its functional and subjective symp- 
toms are vague. It is sometimes manifested by an 
aggravation of the general condition with recruces- 
cence or exacerbation of fever, increased and per- 
sistent tachycardia, weakness, irregularity of the 
pulse, and a fall in the blood pressure. The findings 
on palpation and percussion are inconstant. There 
may be displacement of the apex, an increased car- 
diac impulse, and an increased area of precordial 
dullness, but these signs are not very frequent. 
The only signs of real value are the auscultation 
signs. Auscultation shows changes in the intensity of 
the sounds in the first few days of the disease and 
finally a murmur which is the true symptom of sim- 
ple acute endocarditis. The murmur has all the 
characteristics of an organic murmur; it is holosys- 
tolic, localized at the apex, and propagated to the 
axilla and back; it is not affected by changes of posi- 
tion or respiration; it disappears with cure of the 
disease or passes into chronicity. This murmur of 
mitral insufficiency appears early and develops 
rapidly and may or may not be accompanied by 
accentuation of the second pulmonary sound. ‘lhe 
course of the disease is five or six weeks in the cases 
that become chronic, approximately three weeks in 
those with recovery, and one or two weeks in those 
that are fatal. 

The author reports seven cases with three deaths, 
a mortality of 42.85 per cent. He states that acute 
simple endocarditis in the puerperium is dependent 
directly on the puerperal infection; it may be soli- 
tary or accompanied by disease of other viscera. It 
has a tendency to become chronic. The treatment 
is hygienic and dietetic with the use of heart tonics 
according to the conditions of the puerperal infection. 

Aubrey G. Morean, M.1). 


Albeck, V.: Sixty-Nine Cases of Pyuria Gravidarum 
Febrilis. Acta obst. et gynec. Scand., 1930, ix, . 


In about 10,000 deliveries there were 226 cases of 
pyuria gravidarum. Sixty-nine of the patients had 
pyuria and fever during pregnancy or delivery, while 
157 were afebrile during delivery and probably «lso 
during pregnancy. Only 15 had a premature de- 
livery. In 6 cases the premature delivery was prob- 
ably due to intoxication of pregnancy. 

In 17 of the 69 cases of pyuria gravidarum abor- 
tion occurred. In 2 cases it occurred in the fifth and 
sixth month respectively; in 2, during the tenth and 
twelfth week before term with death of the iniants 
soon after birth; in 5, from six to eight weeks beiore 
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term; in 7, from four to six weeks before term; and in 
1, three weeks before term. Thirteen of the prema- 
turely born infants survived. 

In 6 cases, artificial interruption of pregnancy was 
done. In 1 it was done in the sixth month, and in 6, 
in the eighth or the ninth month. Three of the in- 
fants died. 

Interruption of the pregnancy, spontaneous or 
artificially induced, therefore occurred in a third of 
the cases. The infant mortality was 11.6 per cent. 
Only 1 of the mothers died. One of the mothers was 
subjected to nephrectomy for pyonephrosis of the 
right kidney. All of the women sufiered from a per- 
sisting bacteriuria even after prolonged medical 
treatment in bed. 


NEWBORN 


Sunde, A.: The Prognosis of Premature Infants and 
the Prevention of Birth Trauma (Die Prognose 
der Fruehgeborenen und die Prophylaxe des Ge- 
burtstraumas). Acta obst. et gynec. Scand., 1930, ix, 
477- 


The author discusses the physiological and men- 
tal development of prematurely born children on the 
basis of 1,423 such children who weighed less than 
2,500 gm. at birth. The fact that the mortality of 
35.8 per cent in the first year increased only to 38.2 
per cent in the seventh year indicates that birth 
traumata were responsible for many of the deaths. 

Of 559 prematurely born children and adolescents 
between the ages of six and twenty-one years, 7 per 
cent were defective, and of the latter, 5.7 per cent 
were defective mentally. It was found that appar- 
ently normal children born prematurely are con- 
siderably below normal children born at term both 
physically and mentally. Schigtz found that they 
are below the normal child of school age in both 
weight and stature. 

Of 200 infants subjected to autopsy after death 
from intracranial hemorrhage, 61 per cent were 
born prematurely and weighed less than 2,500 gm. 
at birth and 42 per cent presented by the breech or 
foot. Thirty-five and five-tenths per cent were born 
after short labors and 22 per cent after long labors. 
Both very short and very long labors are associated 
with danger to the infant. 

In discussing the prophylaxis of birth injuries the 
author warns against exaggerated effort to support 
the perineum. He states that the effort of severe 
labor should be alleviated, by narcosis if necessary. 
The child born in asphyxia must be carefully treated. 
The Schultze swinging maneuver is to be avoided. 

Of 200 infants dying from intracranial hemor- 
thage, 6 were delivered by abdominal cwsarean sec- 
tion and 4 by vaginal cesarean section. In 5 of the 
6 cases of abdominal cesarean section cervical sec- 
tion was done. Cervical section should not be done 
in clean cases. Thirty of the infants with fatal intra- 
cranial hemorrhage were delivered_with forceps. 
Forceps should be used only when definitely in- 
dicated, and should always be applied biparietally. 


Breech delivery is associated with great danger to 
the aftercoming head. When considerable resistance 
is encountered, the usual manual grip should be re- 
placed by the application of forceps to the head. 

The best prophylaxis against birth traumata is 
the prevention of premature birth. Brain injuries 
in premature infants are due chiefly to defective de- 
velopment of the vessels. Delivery before term is 
justified only when the life or health of the mother 
demand it. When it is necessitated by a narrow 
pelvis, cesarean section should be done. 


Wachenfeldt, S. von: The Resuscitation of Appar- 
ently Dead Newly Born Infants (Von der Wieder- 
belebung neugeborener, sc ieiiates Kinder). Acta 
obst. et gynec. Scand., 1930, ix, 600. 


A small barospirometer constructed on the prin- 
ciples of Thunberg’s barospirometer was tried for 
the resuscitation of newborn infants with asphyxia, 
but proved unsatisfactory. The effect of Thunberg’s 
barospirometer has been found quite different in 
newborn infants as compared with adults. This is 
due to the following facts: 

1. The air in the barospirometer does not force 
its way into atelectatic lungs. 

2. With the barospirometer as now constructed, 
the ventilation at each breath in air-carrying lungs 
does not exceed more than one-seventh of the air 
volume. This appears to be enough for adults, but 
is not sufficient for children, especially newborn 
infants. 

3. In newborn infants and young children the 
chest is too soft to prevent its compression and 
thereby compression of the lung during the positive- 
pressure phase. Ventilation is therefore prevented 
or entirely inhibited. 

On the other hand it has been found that if the 
barospirometer is used for indirect insufflation, 
which may be accomplished by modifying it slightly, 
excellent results are obtained in the resuscitation of 
newborn children with asphyxia. Under such condi- 
tions it acts in the same way as the spirophore de- 
scribed by Woillez in 1876. 

The author is having made an apparatus which is 
a modernization of the Woillez spirophore. 


Lundquist, B.: Intrathoracic and Intra-Abdominal 
Hemorrhages in the Newborn (Hémorragies 
intrathoraciques et intra-abdominales chez le nou- 
veau-né). Acta obst. et gynec. Scand., 1930, ix, 331. 

The author has collected three cases of intra- 
thoracic hemorrhage and forty-nine cases of intra- 
abdominal hemorrhage in the newborn. In two of 
the cases of intrathoracic hemorrhage, the bleeding 
came from the thymus and in one from the medias- 
tinum. In five of the cases of intra-abdominal hem- 
orrhage, the bleeding was due to rupture of the liver 
parenchyma and in one to rupture of the spleen. In 
fourteen there was a subcapsular hemorrhage in the 
liver; in eighteen, a suprarenal hemorrhage; and in 
twelve, an intraperitoneal hemorrhage of unknown 
origin. 
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The chief etiological factors were probably the cir- 
culatory disturbance in the fetus caused by labor and 
the revolution of the circulation created by the 
child’s first breath. The circulatory disturbance 
probably resulted in stasis in the vena cava inferior 
which in turn caused hyperemia in the parenchym- 
atous organs followed by hypertrophy of those 
organs and a decrease in their resistance to trauma. 

A mechanical origin of the parenchymatous rup- 
tures in the liver and spleen seemed to be confirmed 
by the fact that the fetuses with such ruptures— 
whether presenting by the head or breech—passed 
the pelvic canal in such a position that direct pres- 
sure was exerted against the respective organs by 
the symphysis. Splenic rupture was favored also by 
syphilitic changes and enlargement of the spleen. 

In the cases of subcapsuar hemorrhages of the 
liver and hemorrhages of the suprarenals and thy- 
mus no mechanical factors could be determined. 
Asphyxia appeared as a fairly constant phenomenon, 
but was not sufficient alone to explain the bleeding. 
The author is inclined to assume the co-existence of 
a biological factor such as a hemophilic tendency in 
the fetus, a theory which is in accordance with the 
findings of recent blood investigations. This hy- 
pothesis is supported by the fact that more than 70 
per cent of the hemorrhages occurred in males and 
that in a case of thymus hemorrhage there was rea- 
son to assume the presence of inherited hemophilia. 

The origin of the intraperitoneal haemorrhages, 
the source of which could not be found, is not clear. 
Certain circumstances seemed to indicate that the 
bleeding came from small ruptures in the liver or 
suprarenals, but the possibility of capillary hemor- 
rhages through the peritoneum analogous to those 
that occur through the intestinal mucous membrane 
cannot be disregarded. 

Clinically, the different forms of hemorrhage in 
the chest and abdomen presented a uniform picture. 
The majority of the infants surviving the first twelve 
hours appeared quite well for a greater or lesser 
number of days and then suddenly became ill and 
died within a few hours without presenting any local 
physical signs. In some cases, however, premonitory 
signs were noted and a diagnosis of intra-abdominal 
hemorrhage was made. Hemostatic measures were 
unsuccessful as a treatment begun after the child 
has been taken ill has no chance of being effective. 
The only therapy possible consists of prophylactic 
measures based on examinations of the blood of in- 
fants born in asphyxia. 


Genell, S.: Rupture of the Liver in the Newborn 
After Spontaneous Delivery (Leberruptur bei 
Neugeborenen nach Spontangeburt). Acta obst. et 
gynec. Scand., 1930, ix, 180. 

The author reviews three of the four cases of liver 
rupture in the newborn following spontaneous de- 
livery which have been recorded in the literature and 
reports three of his own. Two of the infants were 
born of the same mother, who had an obliquely con- 
tracted pelvis. 


Genell believes that such ruptures are due to two 
factors, a mechanicotraumatic factor and a consti- 
tutional factor. The mechanicotraumatic factor is a 
combination of compression and a tangential force 
exerted on the abdomen of the fetus by a portion of 
bone protruding into the lumen of the maternal pel- 
vis, and the constitutional factor an increased dis- 
position to bleed. The rarity of the ruptures is ex- 
plained by the rarity with which these two factors 
are associated. 


MISCELLANEOUS 


Oxley, W. H. F.: Antenatal, Natal, and Postnatal 
Problems. Brit. M.J., 1930, i, 275. 
Oxley shows the death rate in the East End Ma- 
ternity Hospital, London, throughout its history in 
the following table: 


IN-PATIENTS 


Deaths 
per 1,0 
cases 


Confine- 


peste ee Deaths 


Period 





1885-89 
1890-97 
1898-02 
1903-07 
1908-13 
1914-20 
1921-26 
1927-28 
Total 


427 
1,629 
1,278 
1,966 
3,223 
4,970 
6,373 
2,517 
22,383 








noe eH NR HW HST bt 





OUT-PATIENTS 





1,548 
T,53° 
2,384 
5,597 
7,499 
7,027 
1,608 re Jak 
27,184 6.3 


1890-97 
1898-02 
1903-07 
1908-13 
1914-20 
1921-26 
1927-28 
Total 











In the district and in the hospital together, the 
rate was 1.35 for the whole period. 

The death rates in the periods from 1884 to 1013 
and from 1921 to 1928 are compared in the following 
table: 


Deaths per 
T,000 Ci 


Confine- 


aimiits Deaths 


Period | 





19,584 37 | I 


1884-1913 | ) 
17,525 12 0.08 


1921-1928 





The institution of full antenatal work with com 
pulsory attendance was followed by a drop in the 
already low mortality to a third of its former level. 

In the last 10,000 consecutive confinements 
there was only 1 case of eclampsia and this was 
slight. The patient had escaped the antenatal sujer- 
vision for three weeks. She had 1 convulsion iiter 
delivery and made an uneventful recovery. I=pe- 
cially among the working classes, home treatment 1s 





OBSTETRICS 51 


extremely unsatisfactory. In the hospital, energetic 
eliminative treatment with hot baths, packs, castor 
oil, Epsom salts, enemata, and starvation is given. 

Efficient treatment of toxemia reduces the in- 
cidence of concealed accidental hemorrhage asso- 
ciated with albuminuria. Close attention should be 
paid to all slight haemorrhages in the last two months 
of pregnancy. All women with hemorrhages should 
be removed to the hospital and treated by rest in 
bed. To stop the bleeding in placenta previa, turn- 
ing is the most effective treatment. The uterus 
should be allowed to empty itself, even if this takes 
several hours, and no attempt at extraction should 
be made except the attachment of a 2-lb. weight to 
the leg to keep it in situ. 

[he cases of antepartum haemorrhage treated at 
the East End Maternity Hospital, London, during 
the years 1925 to 1928 were as follows: 


Placenta previa Accidental hemorrhage 





Period Fetal 


deaths 


Fetal 
deaths 


Maternal 
deaths 


Maternal 


“ases 
deaths Cases 


Cases 
1925 2 15 ° 
1920 10 14 
1927 10 10 
1928 ° 15 
Total c 54 2 




















The author states that the only certain method 
of preventing sepsis is the full surgical procedure of 
guarding against the entrance of bacteria by all 
possible routes. If trauma and exhaustion are 
avoided and the uterus is completely emptied, the 
incidence of morbidity will be low. The careful use 
of low forceps is followed by morbidity no more fre- 
quently than normal labor. Sepsis is over 20 times 
as frequent after abnormal labor as after normal 
labor and nearly 3 times as frequent in primipare as 
in multipare. 

In the East End Maternity Hospital and district, 
London, the incidence of sepsis was as follows: 


District 


Hospital 


Total 





Cases} Sepsis | Cases] Sepsis | Cases] Sepsis 


Normal labor 
Primiparee 
Multipare 
Total 








1,769 
2,672 
4,441 


2,063 
5,917 
8,010 


204 
35275 
3,569 


Abnormal labor 
Primipare 212} 11 20} Oo 
Multipara: 170 7 74, 2 
Total 382} 18 oI] 2 


232| 411 
244 9 
| _476| 20 























The incidence of abnormal labor was 5.6 per cent; 
that of sepsis following normal labor, 0.19 per cent 
(multipare, 0.13 per cent; primipare, 0.38 per cent); 
and that of sepsis following abnormal labor, 4.2 
per cent. 

Oxley believes that from the standpoint of sepsis 
the normal case is more safely managed at home. 
His procedure consists briefly in the prevention of 


trauma and exhaustion and complete evacuation of 
the uterus together with careful washing and the 
use of a liberal amount of bichloride of mercury. 

He states that in normal cases a postnatal vaginal 
examination is unnecessary, but the perineum of 
every primipara should be inspected. When the 
postpartum history suggests subinvolution, retro 
version, injury to the urethra or vagina, or other 
abnormality, a further examination should be made 
and appropriate treatment given. 

RoLanp S. Cron, M.D. 


Fog, J.: The Length of the Umbilical Cord (Dic 
Laenge der Nebelschnur). <Acia obst. et gynec. 
Scand., 1930, ix, 132. 

The average length of the umbilical cord in the 
cases of 8,000 viable children was 59.6 cm. if the 
piece left for separation is estimated at 10cm. Inthe 
cases of children born at term, the length of the cord 
was about 1 cm. greater, and in the cases of those 
born prematurely it was about 5 cm. less, than the 
average length. 

In the cases of 6,533 children born at term the 
average length of the umbilical cord was 60.7 cm. 

While the human umbilical cord is usually longer 
than the length of the fetal trunk, the umbilical cord 
of animals is usually shorter, in some animals con- 
siderably shorter. 

In the cases of 12,000 viable children the average 
length of umbilical cords lying in coils around fetal 
parts was 66.7 cm.; therefore 7.1 cm. longer than the 
average. Umbilical cords with coils are usually 
longer the greater the number of coils. 


Leidenius, L.: The Hydrogen-Ion Concentration 
of the Urine Before, During, and After Labor 
Following Normal Pregnancy and in Toxicoses 
(Die Wasserstoffionkonzentration des Harnes vor, 
waehrend und nach der Geburt bei normaler 
Schwangerschaft und bei Toxikosen). Acta obst. 
et gynec. Scand., 1930, ix, 282. 

The hy@rogen-ion concentration of the urine was 
determined according to the Michaeli colorimetric 
method with Walpole’s comparoscope in more than 
700 obstetrical cases. The examination was made 
first immediately after the woman’s admission to 
the lying-in hospital (usually at the beginning of 
labor), then shortly before the expulsion of the child, 
then immediately or a few hours after delivery, and 
finally on the fourth to sixth day of the puerperium. 
Separate curves were plotted for the results in the 
cases of primipare and multipare, the cases with 
slight albuminuria (1 per cent of albumin at the 
most), and the cases without albuminuria. 

All of the curves showed a marked decrease in the 
hydrogen-ion concentration immediately after de- 
livery. At the beginning of the labor pains the aver- 
age value was 6.5, whereas during the second period 
it was slightly less, and after delivery it was between 
6.0 and 5.8. In the puerperium, the curve rose, but 
on the fourth to sixth day after delivery it was only 
6.3 in primipare and 6.0 in multipare. 
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As the decrease during labor was only slightly 
greater when the second period was prolonged, it 
appears that the muscular exertion of labor is of 
relatively slight importance in the decrease in the 
hydrogen-ion concentration. The amount of bleed- 
ing appears to play a more important role. 

Operative procedures seemed to have no influence 
on the hydrogen-ion concentration of the urine. 

The author believes it justifiable to assume that 
the observed increase in the acidity of the urine was 
dependent upon metabolic changes in which a de- 
crease in the ammonia formation and the excretion 
in the urine of the acid products of metabolism were 
factors. 

In the cases of toxicosis, seventy-three in number, 
the urine showed considerable acidity before the be- 
ginning of labor, the average hydrogen-ion concen- 
tration being 5.8. On the other hand there was prac- 
tically no decrease in the acidity during labor. 

Only seldom was a decrease in the hydrogen-ion 
concentration observed during an eclamptic con- 
vulsion. 

The acidity of the urine had no direct relationship 
to the severity of the intoxication. 


Lévy-Solal, Oumansky, and Jeannet: Intra-Uterine 
Transmission of Tuberculous Virus by the 
Mother of the Child (Transmission intra-utérine 
du virus tuberculeux de la mére de |’enfant). Bull. 
Soc. d’obst. et de gynec. de Par., 1930, xix, 54. 

In the case reported the mother had active tuber- 
culosis (cavities in both lungs, tubercle bacilli in 
large numbers in the sputum). The child was sepa- 
rated from her immediately after birth and died at 
the end of two hours. The mother died a few hours 
later. Autopsy on the child revealed entirely normal 


viscera, very slight tracheobronchial adenopathy, 
and slight enlargement of the mesenteric glands. A 
careful study of rubbings made of the tracheobron- 
chial, mesenteric, and lumbar glands, failed to reveal 
any tubercle bacilli. Two rabbits inoculated with 
10 c.cm. each of the liquid obtained by crushing the 
glands removed at autopsy developed glandular l|e- 
sions but no lesions in the viscera. A search for 
tubercle bacilli in an enlarged gland was unsuccess- 
ful. Nevertheless, a guinea-pig inoculated with 
liquid obtained from crushing this gland presented 
generalized visceral tuberculosis at the end of six 
weeks, and a fourth guinea-pig, inoculated with the 
liquid from crushed bronchial and lumbar glands of 
one of the two animals first inoculated, developed 
similar lesions in seven weeks. Acid-fast bacilli were 
found in large numbers in the visceral lesions of 
each of the two animals of the second series. 

As there were no placental lesions and as acci- 
dental infection can be ruled out because of the 
child’s early death, intra-uterine transmission of the 
tuberculous virus from the mother to the child is the 
only explanation possible. The results of the succes- 
sive animal inoculations are interesting as showing 
how the tuberculous virus, but slightly pathogenic 
in the child, increased in virulence by animal passige 
until it was able to produce typical tuberculous le- 
sions and cause the death of a guinea-pig in seven 
weeks. 

BRINDEAU, in discussing this report, stated that 
studies made by himself and Cartier showed that in 
about two-thirds of the cases the tubercle bacillus 
passes the placental barrier. 

CoOUVELAIRE cited a case in which tuberculous 
lesions in the guinea-pig were not obtained until the 
seventh passage. FLORENCE A. CARPENTER 
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ADRENAL, KIDNEY, AND URETER 
Cilento, M.: Maximal Elimination and Concentra- 
tion of Normal Kidneys Before and After De- 
capsulation (Sulla funzione di eliminazione e di 
concentrazione massima nei reni normali prima e 
dopo lo scapsulamento). Ann. ilal. di chir., 1929, 
vill, 1473. 

In experiments on dogs with normal kidneys the 
maximal renal elimination and concentration were 
determined before, immediately after, and twenty 
days after bilateral decapsulation. Ambard’s con- 
stant was determined and the indigocarmine and 
phenolsulphonphthalein tests were made. 

Immediately after the operation the eliminating 
capacity of the kidneys, but not the maximal con- 
centration, was increased. Twenty days later, all 
benefit had disappeared. In two experiments the 
renal function decreased until the kidneys became 
insufficient. Aubrey G. Morcan, M.D. 


Nisio, G.: Infection of the Kidney by Colon Bacilli 
Brought About by Disturbances of Renal Cir- 
culation (II colibacillo e il suo attecchimento nel 
rene mercé l’influenza dei disturbi di circolo san- 
guigno renale). Arch. ital. di urol., 1929, Vv, 425. 


The injection into normal dogs of 2 c.cm. of 
physiological salt solution containing 2 loops of colon 
bacilli (4 billion) caused colon bacilluria lasting for 
forty-eight hours. The injection had the same effect 
when it was given after forty minutes under ether 
anesthesia. When temporary congestion of the 
kidney was brought about by ligating the efferent 
vein for four, six, or eight minutes, the colon bacil- 
luria lasted only a little longer and after three or four 
days the urine was sterile again. When permanent 
congestion was brought about by ligation of the 
vein, the severity of the infection depended upon 
whether the injection was made before or after the 
ligation. When the injection was made before the 
ligation, the urine from the congested kidney showed 
colon bacilli seven days after the injection while the 
urine from the other kidney was sterile, but when the 
injection was done several days after the ligation, 
immediate infection of the congested kidney with 
pyelitis or pyelonephritis developed in two animals 
and an abscess in a third. When ischemia of the 
kidney was produced by the application of carbon 
dioxide snow for from five to nine minutes the bacilli 
were eliminated in about the same time as by the 
normal kidney. Auprey G. Morean, M.D. 


Judd, E. S., and Grier, J. P.: Multiple Malignant 
Adenomata of the Kidney. Arch. Surg., 1930, xx, 
240. 

The patient whose case is reported had practically 
no symptoms referable to a large renal tumor. The 


adenomata were multiple and varied from o.5 to 12 
cm. in diameter. The kidney was markedly com- 
pressed, but its function remained normal. 

The cause of adenomata of the kidney is not 
known. It is important to determine whether they 
are malignant or are capable of undergoing malig- 
nant degeneration. It was formerly believed that 
they are all benign. At present, however, certain 
pathologists believe they are malignant. The degree 
of malignancy varies, but usually it is relatively low. 
In the small adenomata found at autopsy, the de- 
gree of malignancy is low, but if the patient had lived 
long enough a large tumor would probably have de- 
veloped. The large tumors usually found in younger 
persons are more malignant and closely resemble 
adenocarcinomata or hypernephromata. All adeno- 
mata of the kidney belong to the so-called hyper- 
nephroma type, a fact of importance to the surgeon 
from the therapeutic standpoint. 

As in the authors’ case, small tumors may be pres- 
ent in the renal cortex with large tumors. When it is 
possible to resect the tumor and leave a functioning 
kidney, this seems to be the procedure of choice. If 
the possibility of multiple tumors and of malignancy 
is borne in mind, nephrectomy would seem to be the 
best procedure if the opposite kidney is normal. It 
is impossible to determine how long tumors of this 
type have been present in a kidney. In most cases 
their growth is probably very slow. A patient sub- 
jected to resection of one pole of a kidney for adeno- 
mata was known to be alive and well eight years 
later. Another patient is known to be alive and well 
two years after nephrectomy for a similar type of 
neoplasm. 

There is no evidence in the literature that the 
tumors metastasize, but the microscopic appearance 
suggests that they would do so if they were allowed 
to grow for a sufficiently long time. 


Walters, W.: Ureteropyelonephrostomy for Urinary 
Obstruction at the Ureteropelvic Junction. 
Ann. Surg., 1930, Xci, TOL. 


A review of the literature on ureteropyelonephros- 
tomy leads to the conclusion that if the anastomosis 
is correctly made it will function satisfactorily. 

In the two cases reported by the author a lat- 
eral anastomosis was made between the ureter and 
the dependent portion of the hydronephrotic renal 


pelvis. A ureteral catheter was used temporarily 
through the anastomosis to serve as a scaffolding for 
healing. 

In the first case the catheter had been inserted in 
the ureter in order to decompress the renal pelvis 
and was there at the time of operation. It was car- 
ried into the pelvis through the anastomosis, main- 
tained in place for twenty days, and then removed. 
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In this case also temporary nephrostomy was done 
to prevent tension on the anastomosis, a No. 14 
French catheter being used. The catheter was re- 
moved on the eighth day. 

In the second case, the cause of the obstruction 
was a dense scar of fibrous tissue at the ureteropelvic 
juncture. Connective tissue had extended to a point 
below this, angulating the ureter. When first ex- 
posed, the angulation appeared to be the site of 
obstruction, but after it was free, an opening was 
made in the ureter about 3 cm. distal to this point 
and a catheter was pushed toward the renal pelvis 
as a probe. It was then found that the obstruction 
had not been relieved, but existed at the uretero- 
pelvic juncture. When the ureter was dissected to 
this point, the obstruction was found and a lateral 
anastomosis was made between the ureter below 
and the pelvis above. In both cases two rows of 
chromic catgut were used in making the anastomosis. 
A ureteral catheter was carried through the anas- 
tomosis and out of the incision through the ureter- 
.ostomy opening and left in place for thirteen days. 
A nephrostomy tube was also used and removed on 
the tenth day after the operation. 

Infection in the kidney operated on does not seem 
to complicate the surgical results. Subsequent to 
operation the degree of infection of the kidneys is 
diminished and the function of the kidney improved. 


BLADDER, URETHRA, AND PENIS 


Campbell, M. F.: Cystography in Infancy and in 
Childhood. Am. J. Dis. Child., 1930, xxxix, 386. 


Cystography is used relatively infrequently in pe- 
diatric cases because of a lack of appreciation of its 
value and simplicity on the part of pediatricians and 
the failure of pediatricians to seek the advice of the 
urologist in the treatment of children with obvious 
disease of the urinary tract. Without jeopardy to 
the young patient, it is possible, by means of cys- 
tography, to demonstrate vesical diverticulosis, va- 
rious forms of neurogenic disease of the bladder wall, 
and serious involvements of the ureter and kidney. 

The procedure is indicated in all urological dis- 
eases in infants and children except acute urinary 
tract infection. All children with pyuria due to 
pyelitis which persists for four weeks in spite of 
treatment should be subjected to a thorough uro- 
logical examination. The longer the urinary disease 
has been present the greater the likelihood that the 
cystograms will be abnormal. Neurogenic disturb- 
ances of the bladder are commonly associated with 
enuresis. A palpable suprapubic mass, vesical reten- 
tion, persistent urinary frequency, difficulty in uri- 
nation, dysuria, and vesica] pain, when not due to 
hemorrhagic nephritis, always warrant cystoscopy 
ureteral catheterization, and pyelography. Youth 
is not a contra-indication to these procedures. 

The conformation of normal cystograms varies 
greatly. An important factor influencing it is the 
degree of filling of the bladder. Other factors include 
pressure from without by a mass and the position of 


the hips before the film. The pathological cystogram 
is characterized by irregularity of outline, indenta- 
tion or bulging of the walls of the bladder, evidences 
of ureteral reflux, or changes about the outlet of 
the bladder. These conditions may result from in- 
fection, diverticulosis, infravesical obstructions, in- 
travesical or extravesical masses, and various forms 
of neuromuscular disturbances. 

Bladder infection of marked intensity or long 
duration is often manifested by haziness or irregu 
larity of the bladder outline. With marked cystitis 
there may be ureteral reflux on one or both sides. 
depending on the degree of inflammatory involve 
ment of the ureterovesical valve. 

Diverticulosis is indicated by characteristic oui 
pocketings of the bladder wall which are best seen 
in roentgenograms taken from several angles and 
in stereoscopic roentgenograms. 

Ureteral reflux occurs when the ureterovesical 
valve is functionally damaged. The author has 
never seen this reflux in normal bladders of children. 
In some cases it may be congenital. In others it 
may be due to hypotonia or functional atony of the 
ureterovesical valve or to back-pressure caused by 
chronic spasm of the sphincter caused by neurogenic 
vesical disease. In adults, it is occasionally caused 
by ureterovesical tuberculosis secondary to renal tu- 
berculosis. In children this cause is rare, but non- 
tuberculous infections are extremely common and 
may cause reflux as a result of inflammatory iniil- 
tration or scarring of the ureterovesical when they 
are severe or persist for a long time. Ureterovesical 
reflux may spread tuberculous infection from one 
kidney to the other. Spastic contracture of the 
bladder is believed by some to be the most common 
cause of reflux, but this theory is refuted by the 
occurrence of reflux in atonic bladders and by its 
failure to occur in experimental distention of the 
normal bladder under great pressure. 

Obstructions of the lower urinary tract such as 
contracture of the vesical outlet, valves of the pos- 
terior urethra, and chronic sphincterospasm or 
“‘cord bladder” are occasionally observed in infants 
and children and are usually congenital. Urethral 
stricture is rare in childhood. 

Intravesical growths are evidenced in the cysto- 
gram by an irregular filling defect of the bladder 
cavity. These and extravesical neoplasms or in- 
flammatory masses which compress the bladder or 
push it to one side are also uncommon in children. 

Louris NEUWELT, M.)D 


Tsaknis, D.: The Vascular Pedicles and Peritoneum 
of the Bladder in the Man (Les pédicules vascu- 
laires de la vessie et son péritoine chez homme). 
Arch. d. mal. d. reins et d. organes génito-urinair’s, 
1929, iv, 442. 

Tsaknis studied the arteries and veins of the 
bladder from the purely anatomical point of view, 
the vascular pedicles of the bladder from the topo- 
graphical point of view, and the connections of the 
peritoneum with the wall of the bladder and the 
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vascular pedicles from the surgical point of view, 
as they are encountered in the successive steps of 
ablation of the bladder. This is a detailed work of 
forty-two pages with numerous full-page illustra- 
tions. 

It is shown that the arteries approach the bladder 
and the veins leave it at certain points where they 
form the vascular pedicles, two inferior, two lateral, 
and two anterior. The inferior pedicles contain 
arteries, veins, nerve fibers, and the ureters, whereas 
the others are composed of arteries alone. The 
author’s conclusions are as follows: 

1. The bladder is irrigated by branches of the 
hypogastric. The inferior, superior, and ascending 
anterior vesical arteries are constant or approxi- 
mately constant. The others, small branches of the 
vesiculodeferential, middle hemorrhoidal, and pro- 
static, are inconstant. 

2. The origin of the arteries of the bladder is 
very variable. That of the superior and the ascend- 
ing anterior vesical arteries is always indirect. The 
inferior vesical arteries may arise directly from the 
hypogastric, but in most cases their origin is indirect, 
by a common trunk with other visceral arteries, 
particularly the prostatic. 

3. The course and relations of the vesical arteries 
are variable, but their point of approach is approxi- 
mately fixed: for the inferior vesical arteries, the 
lower angle of the bladder; for the superior, the 
lateral border of the bladder in its superior segment; 
for the ascending anterior, the antero-inferior surface 
of the bladder in its inferior segment; and for the in- 
constant branches, the inferior border of the bladder. 

4. After reaching the bladder, the vesical arteries 
usually anastomose with one another, but the 
anastomoses formed before the vessels reach the 
bladder are relatively few. Among the former, those 
that join the ascending anterior and the inferior 
vesical arteries bring about communication between 
the pelvic and the visceral arterial systems. 

5. The veins of the bladder are classed in three 
groups, the anterior, the lateral, and the posterior. 
The venous blood is conducted from the bladder into 
the pelvivesical plexus which is formed of four 
plexuses, the plexus of Santorini, the vesical and 
seminal plexuses, and the lateral plexus of the pros- 
tate. 

6. These plexuses communicate with the middle 
hemorrhoidal plexus and, through the latter, with 
the inferior and superior hemorrhoidal plexuses. 
In this way an important anastomatic route is es- 
tablished between the portal and the caval systems. 

7. The confusion in the nomenclature of the 
plexuses mentioned is due to the different combina- 
tions made by different investigators in associating 
one plexus with another. To obviate this confusion 
the pelvivesical system must be described as formed 
by four plexuses: the unpaired plexus of Santorini 
and the paired prostatic, vesical, and seminal 
plexuses. 

8. The blood of the venous plexuses, and con- 
sequently of the bladder, is collected by the emis- 


sary veins, which are the internal pudic, the inferior 
vesical, and the middle hemorrhoidal veins. 

9. From the topographic point of view, the ves- 
sels of the bladder form six constant pedicles besides 
a few inconstant pedicles that approach the bladder 
at its inferior border. 

1o. The peritoneum of the bladder is adherent 
to the allantoic sheath over the entire postero- 
superior surface of the organ, but these adhesions 
do not cause any difficulty in detachment of the 
peritoneum. 

11. When the vesical peritoneum is detached, the 
allantoic sheath with which it is in contact comes 
away with it and the rest remains adherent to the 
bladder. 

12. The process of detaching the vesical perito- 
neum is particularly easy in the case of bladders with 
a thick allantoic sheath, but it is easy even when the 
sheath is thin. 

13. Subperitoneal ablation of the bladder, com- 
pleted if necessary by prostatectomy, can be per- 
formed with ease if the procedure is based on 
characteristics of the vesical blood vessels and 
peritoneum which have been reviewed. 

FLORENCE A. CARPENTER. 


De Berne-Lagarde: Vesical Leiomyomata (Les léio- 
myomes vésicaux). Arch. d. mal. d. reins et d. 
organes genilo-urinaires, 1929, iv, 412. 

The author reports a case of leiomyoma of the 
bladder, discusses this tumor from various stand- 
points, and reviews the literature. His patient was 
a forty-two-year-old woman. Fourteen years ago 
she had had a labor which necessitated the applica- 
tion, of forceps and was followed by puerperal in- 
fection. The disturbance regarding which she con- 
sulted the author began about seven years ago with 
progressive, painless dysuria. The urine was clear 
at all times and never contained blood. Micturition 
was no more frequent than normal, but required so 
great an effort that a cystocele developed. The 
cystocele~was corrected by perineorrhaphy, but the 
dysuria increased until it reached complete reten- 
tion, necessitating catheterization several times a 
day. The patient had been in this state for two 
months when the author saw her. After several 
seconds of straining in an unsuccessful effort to 
urinate, a smooth, round, slate-colored tumor, the 
size of a cherry, protruded from the meatus. It was 
entirely painless and could be easily replaced in the 
ureter. The investigating finger found the ureter 
greatly dilated and penetrated into the bladder 
without causing the slightest pain. ‘There it en- 
countered a tumor shaped like a pendulum, with a 
slender pedicle inserted close to the neck posteriorly 
and to the left of the midline. 

On urethrocystoscopic examination the bladder 
was found normal. The tumor was about 6 cm. 
long and had a bulging free end. The mucosa cover- 
ing it was free from ulcerations and vegetations. 
The circumference of the bladder neck was nor- 
mal. 
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The tumor was removed surgically with section 
of the pedicle. Healing was smooth, and twenty- 
eight hours after the operation the patient was able 
to urinate freely. Slight incontinence which per- 
sisted for a time was attributed to the abnormal 
distention of the ureter and the neck of the bladder 
by the tumor. This gradually ceased. 

Histological examination of the neoplasm showed 
it to be a typical leiomyoma. Slight infection was 
evidenced by the presence of disseminated leuco- 
cytes. 

Myoma of the bladder is rare. In 4 collections of 
bladder tumors, aggregating 1,220 neoplasms, there 
were only 5 myomata. The author has collected 
35 microscopically confirmed cases from the litera- 
ture. In 26, the tumor was submucous. Such 
neoplasms may be sessile, but usually end by be- 
coming pedunculated. Their most usual site is the 
region of the trigone. Peripheral myomata develop 
in the lesser pelvis. Their surface is likely to be 
lobulated. Accessory tumors may grow from them. 
They have been found co-existing with uterine 
myomata. Such tumors may cause trouble by press- 
ing upon neighboring organs. They may disturb 
the development of the uterus during pregnancy and 
may constitute an obstacle to delivery. Calcifica- 
tion and oedematous and epithelial degeneration of 
vesical myomata have been described. Sarcomatous 
degeneration is possible, but myosarcomata of the 
bladder may also be primary. The symptoms of 
interstitial myomata are not discussed, as too few 
cases have been reported to allow an adequate study. 

Peripheral myomata remain symptomless for a 
considerable time. When pressure symptoms appear, 
they are not pathognomonic and are likely to be 
ascribed to tumor of some other pelvic organ. Cas- 
sanello describes a symptom which seems to belong 
especially to peripheral myomata and has its ana- 
logue in cases of uterine fibromyomata, viz., an in- 
crease in the anteroposterior diameter of the vesical 
cavity measured with Guyon’s metallic explorer. In 
the only case in which cystoscopy has been done, 
the bladder appeared flattened on both sides and 
particularly on the right side. 

Intravesical (cavitary) myomata, on the other 
hand, rapidly cause symptoms referable to the blad- 
der: dysuria, frequent micturition, hematuria, and 
pain. Dysuria varies widely in intensity in different 
cases. Pollakiuria may depend on a concomitant 
cystitis or on the fact that the tumor acts as an ir- 
ritating foreign body. Pain may be very severe; in 
some cases it has come on at the time of defeca- 
tion. Hematuria is almost constant, but is a late 
sign. In women, bimanual palpation furnishes valu- 
able information. Cystoscopic examination shows 
a round, smooth, regular, sessile or pedunculated 
tumor. The evolution of the neoplasm is extremely 
slow. Renal complications from pressure on the 
ureters may result from vesical myomata. 

For intravesical myomata, ablation by hypo- 
gastric cystotomy is the treatment of choice. Periph- 
eral myomata should be treated in the same manner 


as subperitoneal pelvic tumors. More or less wide 
resection of the bladder wall is necessary. The im- 
mediate results of surgical treatment of myoma of 
the bladder are favorable. The mortality is about 
15 per cent. Little is known as to the late results. 
FLORENCE A. CARPENTER. 


Montenegro, A.: A Malignant Tumor of the Blad- 
der ina Boy Three Years of Age (Tumor maligno de 
vejiga en un nifo de tres afios). Semana méd., 1930 
XXXvil, 241. 


’ 


About two months before he was seen by the au- 
thor, the child whose case is reported became unable 
to urinate without great effort and began to com- 
plain of pain in the penis during urination. His blad 
der filled until it reached the umbilicus, but after 
urination he was free from pain and discomfort. 
Twice he had passed a few drops of blood at the |e- 
ginning of urination. He urinated four or five times 
at night and sometimes had both day and night in- 
continence of urine. On admission to the hospital he 
looked well and had a healthy color. 

General examination revealed syndactylia of the 
second and third toes of both feet, and absence of 
the testicle in the left side of the scrotum. Examina- 
tion of the urethra and prostate was negative. ‘he 
kidneys were neither painful nor palpable. Cysto- 
scopic examination showed a tumor on the left side 
which filled a third of the cavity of the bladder. ‘Ihe 
neoplasm was removed and its base and some sus- 
picious looking trabecule were cauterized. ‘The 
wall of the bladder was very friable and broke down 
when attempts were made to suture it, the operation 
being thereby prolonged and rendered very difficult. 

For a few days after the operation the patient pro- 
gressed well, but at the end of that time his general 
condition began to grow worse and at the end oi a 
month and a half a large, hard tumor appeared in the 
lower part of the abdomen. Death occurred two 
months after the operation. 

Histological examination of the tumor showed it 
to be a myxosarcomatous polyp. 

Aubrey G. Morean, M.). 


Ballenger, E. G., Elder, O. F., and McDonald, H. P.: 
Concerning the Diagnosis of the Rarer Types of 
Obstructive Lesions in the Male Urethra. J. 

Urol., 1930, xxiii, 259. 

The authors call attention first to the normal 
variations in the caliber of the urethra. They reject 
the theory of Otis that the external circumference 
of the penis has a direct relation to the size of the 
urethra. They state that a small external urinary 
meatus may be the cause of hernia because it neces- 
sitates increased effort in voiding. It may be re- 
sponsible also for obstruction to the passage of ure- 
teral calculi because it is frequently associated with 
narrow ureteral orifices. 

Urethral strictures may be congenital or acquired. 
Acquired strictures may be subdivided into those 
due to inflammation, those due to trauma, tliose 
due to the action of chemicals, and those due to 
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burns. The authors discuss the local, urinary, and 
sexual symptoms with emphasis on neuroses and 
changes in the posterior urethra. 

Two sources of error in the diagnosis of urethral 
stricture are the normal narrowing and difficulty in 
urination or retention of urine caused by lesions in 
the posterior urethra other than stricture. 

The absence of a urethral stricture can be proved 
only by examination with bulbous instruments. In 
the use of sounds, valve-like formations are more 
readily overlooked. 

Spasmodic contractions of the external sphincter 
may be mistaken for urethral stricture and some- 
times can be ruled out only by the induction of 
general anesthesia. 

Urethral tumors are relatively rare and always 
secondary to disease elsewhere in the genito-urinary 
tract. In cases of tuberculous stricture there is 
danger of miliary tuberculosis following instrumen- 
tation. The diagnosis is usually based on frequency 
of urination, tenesmus, a discharge, and tenderness 
in the urethra. 

The authors describe the three stages of urethral 
syphilitic lesions. 

Carcinoma of Cowper’s gland is extremely rare. 
It usually extends toward the perineum and rectum, 
causing obstruction as a late complication. 

Urethral calculi and diverticula are discussed. 

Congenital valves or folds occur in the posterior 
urethra. 

Hypertrophy and tumors of the verumontanum 
are mentioned as possible causes of urinary obstruc- 
tion. 

A case is cited in which urinary obstruction was 
caused by a third ureter which opened into the 
posterior urethra just back of the verumontanum. 

In conclusion, the authors state that lesions in 
the urethra are readily recognized by urethroscopy 
if the irrigating type of urethroscope, preferably 
McCarthy’s pan-endoscope, is employed. 

J. Sypney Ritter, M.D. 


GENITAL ORGANS 


Caulk, J. R.: Obstructive Lesions of the Prostate: 
Influence of the Author’s Cautery Punch Op- 
eration in Decreasing the Necessity for Pros- 
tatectomy. J. Am. M. Ass., 1930, xciv, 375. 


When examination of the prostate includes micro- 
scopic examination of the secretion of the gland 
as well as palpation, surgery may frequently be 
avoided. Some of the smallest and softest prostates 
have the most purulent contents. When early ob- 
struction becomes manifest, it should be prevented 
from progressing by lesser surgery. 

The author’s results indicate that his cautery 
punch operation can cure at least 85 per cent of 
prostatic obstructions to which it is applied. When 
the instrument is understood, even iarge growths 
may be grasped if firm pressure is made. When the 
interference with the sphincter is relieved and drain- 
age areas are made in the gland, retrogression of the 


obstruction by absorption takes place and the relief 
seems to be as permanent as that following enuclea- 
tion. After prostectomy, a lobule left in the capsule 
falls directly into the sphincter area, whereas after 
the author’s operation, in which the prostate re- 
mains undisturbed in its general relationship, this 
cannot occur and with relief of interference within 
the sphincter the inflammatory reaction subsides. 
The result is comparable to the relief of inflamma- 
tion of the eye after the removal of a small cinder. 
Intra-urethral lobes can be removed under vision 
without danger. In carcinoma, shrinkage of the 
gland by means of high-voltage roentgen therapy 
and relief of obstruction by the transurethral tech- 
nique is far superior to open surgery except in early 
cases in which total prostatectomy is possible. 

The author’s operation has been found of value 
in hastening the closure of indolent suprapubic 
fistulae. It was employed also for the removal of 
obstruction in nine cases in which suprapubic cys- 
totomy had been done as a first-stage operation, but 
the obstruction was not removed, usually because 
of a serious complication. In all of these cases the 
surgeon who performed the operation stated that 
the prostate was large and enucleation was thought 
necessary, but when the patients came under 
Caulk’s observation the obstruction had shrunk to 
such a degree that the punch operation was entirely 
effective not only in closing the fistula, but also in 
removing the obstruction. 

The cautery punch operation is simple and is done 
under visual control. It is associated with little 
danger, but requires proper interpretation of the 
orifice picture and patience in the after-treatment. 
The complications are few and the mortalitv is 
negligible. C. Travers Strepita, M.D. 


Larson, L. W.: Embryonal Carcinoma of the Tes- 
ticle. J. Lab. & Clin. Med., 1930, xv, 332. 

Testicular tumors are comparatively rare, their 
incidence being between 0.05 and 0.063 per cent in 
all malessadmitted to hospitals. They constitute 0.6 
per cent of all malignant tumors in men. 

In 1897, Langhans and Kocher advanced the 
opinion that most testicular tumors are teratomata. 
Stevens and Ewing have recently reported a case of 
adenocarcinoma of the testis, and Bell has reported 
four such cases. It appears that testicular tumors 
may be of two types—the embryonal carcinoma and 
the adenocarcinoma. Ewing classifies these tumors 
as follows: (1) adult embryomata or teratomata, (2) 
embryoid, teratoid, or mixed tumors, and (3) em- 
bryonal malignant tumors. Adult embryomata con- 
stitute a very small group of testicular tumors. They 
are similar to dermoids of the ovary and are cured 
by simple orchectomy. Embryoid, teratoid, or 
mixed tumors constitute about one-half of the 
malignant testicular tumors and are very malignant. 
Embryonal tumors of the testicle, which include the 
seminoma of Chevassu and a majority of the tumors 
reported in the literature as sarcoma and embryonal 
carcinoma, constitute slightly more than half of the 
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malignant tumors of the testicle. Grossly, these 
tumors consist of a homogeneous white or grayish- 
white tissue divided into lobules with numerous 
areas of necrosis and small points of hemorrhage. 
They are usually large, but may be small and 
scirrhous. Microscopically, the cells are large and 
spheroid and their nuclei have a powdered appear- 
ance. The stroma tends to be lymphoid in type. The 
resemblance of these cells to those of sarcoma is 
very apparent. 

Traumatism probably favors the growth of tes- 
ticular tumors, but in Chevassu’s opinion its impor- 
tance has been exaggerated. This is perhaps true also 
of undescended testicle. Most tumors of the testicle 
occur during the age of sexual activity. One testicle 
is as likely to be involved as the other, but bilateral 
involvement is rare. 

All teratomata, whether mixed or embryonal, are 
malignant and eventually metastasize, first along 
the spermatic lymphatics and veins, then into the 
lumbar nodes, the coeliac axis, and the mediastinal 
nodes, and finally into the cervical nodes. In the 
differential diagnosis, inflammatory conditions, 
hydrocele, spermatocele, tuberculosis, and gumma 
must be ruled out. 

Malignant testicular tumors are considered to be 
the most malignant neoplasms known. The prog- 
nosis is especially un‘avorable in children. Several 
methods of treatment have been advocated. Simple 
orchectomy is curative if metastases have not oc- 
curred (from to to 15 per cent of cases). Hinman 
and others have recommended a more radical oper- 
ation in which the lymph zones in the retroperitoneal 
and lumbar areas along the aorta and vena cava 
are dissected out. Radium and X-ray therapy have 
been used either alone or as an aid to surgery. 
Ewing recommends X-ray treatment for a time be- 
fore and after orchectomy. 

The author reports six cases of embryonal car- 
cinoma of the testicle. Craupr D. Hotmes, M.D 


Brines, O. A.: Malignant Neoplasms of the Testis. 
J. Lab. & Clin. Med., 1930, xv, 464. 


Brines first reviews current theories regarding the 
nature of malignant tumors of the testis. Ewing be- 
lieves that all malignant tumors of the testis are 
teratomata, whereas Chevassu is of the opinion that 
while a large number are teratomata, an equally large 
number are spermatocytomata, neoplasms composed 
of homologous epithelial cells and presenting no evi- 
dence of teratomatous elements. 

Thirty-two malignant neoplasms of the testis 
were studied by Brines. When the original sections 
were re-examined on the basis of an accepted classi- 
fication, an equal number of teratomata and sperma- 
tocytomata were found, but later, when from six to 
fifteen more blocks taken from each specimen were 
studied it was necessary to remove six tumors from 
the spermatocytoma group and place them in the 
teratoma group. The fact that the examination of 
a sufficient number of sections usually revealed 
heterologous elements or one type of cell proliferat- 


ing to the complete or nearly complete obliteration 
of other cells originally present seems to prove 
Ewing’s contention that the tumors are only appar- 
ently homologous epithelial neoplasms. 

Brines discusses the histogenesis of malignant 
tumors of the testis in detail. He concludes that «ll 
of these neoplasms are mixed tumors. Instead of 
classifying them as teratomata, he prefers to call 
them embryonal carcinomata. He believes it reason 
able to assume that they arise from very young sex 
cells which are still totipotent, i.e., capable of pro 
ducing cells of any order and therefore capable of 
giving rise to heterologous elements. His theory is 
strengthened by the established fact that mixed ‘u 
mors of the testis are more malignant than the so- 
called spermatocytomata. This fact may be inter 
preted as indicating that mixed tumors are derived 
from very young germ cells capable of producing 
ectodermal and endodermal tissue, and that ‘he 
homologous nature of some of them is due to the 
development of new-growth characteristics in the 
misplaced germ cells after the limits of totipotency 
of these cells have been reached. 

The article contains eleven photomicrographs of 
malignant tumors of the testicle. 

J. Epwrn Kirkpatrick, M.|) 


MISCELLANEOUS 


McCurrich, H. J.: Retention of Urine. Brit. M/. /., 
1930, i, 192. 

The causes of retention of urine include pinhole 
meatus, phimosis, a congenital fold in the posterior 
urethra, acute urethritis, prostatitis, abscess, reflex 
spasm from inflammation in an adjacent organ, 
trauma, overdistention, hysteria, stone, stricture, 
tabes dorsalis, hypertrophied prostate, atony, vagi 
nitis, urethritis, displacement or enlargement of the 
uterus, prolapse of the urethra, caruncle, and nerv- 
ous disease. 

Retention with an overflow may be mistaken for 
incontinence, and complete retention for suppres 
sion. The differential diagnosis may be made with a 
catheter. Retention may be partial or complete. In 
partial retention the amount of residual urine will 
determine the degree of obstruction. If the obstruc- 
tion is at the neck of the bladder there will be an 
overflow when the intravesical pressure reaches a 
certain point. If the obstruction is in the urethra, 
extravasation of urine will result. Obstruction is ‘ol- 
lowed by bladder trabeculation and dilatation of the 
ureters and renal pelves with destruction of tissue 
and function. 

The history will often help in the diagnosis. ‘| he 
treatment of congenital lesions is obvious. In retcn- 
tion due to inflammation or reflex spasm, the cause 
must be treated. Hot baths, hot applications, «nd 
the administration of morphine, atropine, and cal- 
cium chloride may be indicated. Strictures should 
be treated under either local or spinal anesthesia. 
Extreme care must be taken not to make a filse 
passage. The author prefers small heavy sounds to 
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the gum-elastic bougies. If the stricture is impass- 
able, suprapubic drainage with a fine needle may be 
done. In the treatment of strictures not suitable for 
dilatation, resilient strictures, and strictures that 
bleed easily and in the treatment of periurethral 
abscess, internal urethrotomy may be indicated. 

In doing an external urethrotomy, the author 
passes a sound into the posterior urethra through a 
suprapubic incision. The stricture is readily located 
between this sound and a sound passed through the 
meatus. The ends of the two sounds are joined 
through a perineal incision. A No. 12 tube is passed 
through the entire urethra into the bladder. Each 
end is safeguarded with a safety pin. A large open- 
ing is made in the tube for bladder drainage. The 
tube is left in place for several days. In order to de- 
crease the chance of urethritis, it is moved to and 
fro daily by means of the safety pins. 

lor catheterizing a patient with an enlarged pros- 
tate, McCurrich prefers Tiemann’s catheter. This 
is a soft rubber catheter with a solid rubber tip which 
is turned up at the end so that it will ride over the 
prostate. Rectal palpation, urinalysis, and cysto- 
scopic examination are required for the diagnosis of 
prostatic enlargement. Craupe D. Pickreti, M.D. 


Hellstrém, J.: The Importance of Staphylococci 
for the Production of Urinary Concretions. 
Acta chirurg. Scand., 1929, lxv, 545. 

Staphylococcal infections of the urinary tract, es- 
pecially the chronic forms of staphylococcuria, often 
lead to the formation of calculi consisting of phos- 
phates and carbonates with an organic nucleus of 
staphylococci. 

The stone formation is due mainly to the ability 
of the staphylococci to decompose urea, thereby 
creating a reaction favorable for the precipitation 
of the alkaline salts. 

In every case of staphylococcuria the possibility 
of concretions should be borne in mind. 

Examination of the organic substance of urinary 
concretions may be of importance in the determin- 
ation of the genesis of the stones. 

The treatment of staphylococcal calculi should be 
directed not only against the concretions, but also 
against their cause, the staphylococci. 

It is of very great importance to arrest staphylo- 
coccal infection of the urinary tract before stones 
have had time to form because after the formation 
of stones the chance for complete recovery is rela- 
tively slight. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Belmonte, A.: Analogies Between Various Aseptic 
Bone Necroses (Ueber Analogien bei verschiedenen 
aseptischen Knochennekroses). Nederl. Maandschr. 
v. Geneesk., 1929, XVi, 301. 

In the last twenty years a series of local bone dis- 
eases have been described the etiology of which is 
still obscure. Among these are Legg-Perthes disease, 
Koehler’s disease, Schlatter’s disease, and a large 
number of similar conditions presenting the picture 
of a softening or necrosis of bone or cartilage. Many 
attempts have been made to consider these diseases 
from a single point of view. 

All of them are strictly localized and they all have 
a rather constant age incidence. They often develop 
symmetrically at short intervals and sometimes occur 
more frequently in one sex than the other. Their 
course is always clinically aseptic, and they appear 
and disappear gradually. Their duration is limited. 
Except for secondary static changes, they always 
show a tendency toward complete anatomical cure. 
Roentgen examination reveals three stages, charac- 
terized respectively by changes of form, destruction, 
and thickening. The pathologico-anatomical pictures 
are similar, showing primary bone necrosis, regenera- 
tion from the periphery, normal surrounding bone, 
medullary cavities filled with fat marrow, normal 
joint cartilage, numerous bony islands in the bones, 
absence of signs of inflammation, and frequently the 
presence of endarteritis obliterans. 

According to Axhausen, the causes are emboli 
of mycotic origin. Mueller and Lexer reject this 
theory on the basis of the findings of experiments, 
and Nussbaum rejects it on the basis of anatomy. 
The clinical picture seems to rule out infection. 
Americans have suggested that focal infection is 
responsible, but this has not been proved. Gastreich 
blames vascular changes of unknown origin. Nuss- 
baum suggests that the bone condition is the result 
of a total necrosis with resorption and regeneration, 
but he does not explain the origin of the necrosis. In 
Fromme’s opinion, the osseous changes are the result 
of late rachitis, but the signs of such a condition are 
lacking. Sandor believes the cause is a disturbance of 
internal secretion, but this theory is to be rejected on 
the basis of clinical studies. The proponents of a 
traumatic genesis may be divided into two groups— 
those who assume that a direct trauma is responsible 
and those who believe that local disturbances cause 
hypersensitivity to normal stimuli. If the traumatic 
theory is accepted, a separate injury must be as- 
sumed for each bone. 

Calot attributes Legg-Perthes disease to congeni- 
tal subluxation of the hip; Murk and Jansen, to 


the influence of a small amniotic sac and coxa 
plana; Kristen-Lange and Goecke, to tissue in- 
jury by trauma. These theories do not account 
for the frequently observed bone powder. Mueller 
caused aseptic necrosis experimentally by trauma 
without finding an explanation for it. Arteritis 
obliterans has been advanced as a cause of the 
bone disease by Vana, Koenig, Konjetzny, Holst, 
and Chadrikav. According to Roesner, Koehler’s 
disease is due to venous stasis. Aschoff attributes the 
condition to high blood pressure from flexion trauma. 
Payr believes the vascular disturbances are the resu!t 
of rotation, whereas according to Jaroschy, the vas 
cular changes occur simultaneously with the changes 
in the bone. Zayer is of the opinion that the cause is 
a crushing of the vessels during the stage of growth 
when, according to Murk and Jansen, they are espe- 
cially susceptible to injury. He has demonstrated 
islands of cartilage in the head of the femur and 
agrees with Lenormant that the cause is a congenital 
dystrophy in the sense of familial multiple exostoses. 
This theory also is unsatisfactory as it does not ex 
plain, for instance, normal roentgenograms before 
the development of Legg-Perthes disease or malacia 
of the lunate bone in adults. 

Belmonte says that, in a consideration of the com- 
mon characteristics of the different clinical syn- 
dromes, the picture of a “physiological” disease be- 
comes evident. He advances the hypothesis that 
there is a physiological endarteritis obliterans of ves 
sels that have become unnecessary with replacement 
of such vessels by new branches, and that failure of 
the latter to appear leads to a developmental dis- 
turbance. C. E. JANCKE (Z). 


Junghagen, S.: Spondylitis Deformans with Med- 
ullary Symptoms (Spondylitis deformans mit me- 
dullaeren Symptomen). Acta radiol., 1929, x, 533. 


The author reports a case of spondylitis deformans 
with neurological symptoms due to the ingrowth of 
exostoses into the spinal canal. The myelographic 
examination was made according to the method of 
Odin and Rundstrém. 


Joachimovits, R.: The Differential Diagnosis of 
Tuberculosis of the Pubic Bone in the Female 
and the Paths by Which the Abscess Spreads in 
This Disease (Ueber die Differentialdiagnose ‘er 
Schambeintuberkulose beim Weibe und ueber ‘ie 
Wege der Abscesswanderung bei dieser Erkrankuny). 
Deutsche Ztschr. f. Chir., 1929, ccxix, 257. 


The author reports seven cases of tuberculosis of 
the os pubis and discusses the differential diagnosis 
of the condition and the paths by which the abscess 


spreads. He states that since the comprehensive 
report of Bucura in 1919, thirty-six cases have been 
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described. The knowledge of the disease has been 
considerably increased by the roentgenogram. In 
the interpretation of the roentgenogram certain 
sources of error must be borne in mind. Air bubbles 
in the intestine occasionally project themselves into 
the picture of the symphysis, suggesting light areas 
in the bone. 

The most frequent localization of the disease is 
the superior ramus of the os pubis. As a rule the in- 
fection arises in an embolic manner. If, with abscess 
formation, the swelling occurs in the suprapubic re- 
gion or the labia, it is necessary to consider in the 
differential diagnosis not only osteomyelitis and 
lues but also inguinal hernia and primary tumors 
and their metastases. Not rarely the disease ap- 
pears after childbirth. Latent disease may be mani- 
fested first by spontaneous rupture of the symphysis 
during labor. In eleven of the cases of spontaneous 
rupture of the symphysis reported in the literature, 
tuberculosis of the os pubis was present. 

The spreading of the abscess proceeds, according 
to the localization of the bone focus, along definite 
paths. Foci on the ventral side of the ascending 
ramus send their pus toward the median side of the 
thigh in the prolongation of the gluteal fold. More 
rarely, the pus perforates between the adductors. 
Abscesses arising in the dorsal side of the ascending 
ramus of the os pubis reach the ischiorectal fossa 
and then perforate laterally from the anus. In in- 
volvement of the horizontal ramus of the os pubis 
similar differences are noted according to whether 
the bone focus lies on the ventral or the dorsal side. 
Abscesses formed on the ventral aspect send their 
pus, when the focus lies laterally, between the ad- 
ductors. From bone foci lying medially, which are 
more frequent, the pus gravitates toward the region 
of the labia and a portion of it may then extend up- 
ward between the fascia of the rectus muscle and 
the abdominal wall and perforate externally in the 
region of the mons veneris. When the focus has an 
exactly median location, the pus may collect in both 
labia or appear along the dorsal vein of the clitoris 
in the region of the clitoris. Abscesses arising on the 
dorsal aspect of the horizontal ramus of the os pubis 
reach the floor of the pelvis through the space of 
Retzius. In rarer cases they penetrate through the 
levator ani muscle into the ischiorectal fossa and 
then externally. More often they halt in the ischio- 
rectal fossa and, after filling the prevesical space, 
rise behind the rectus muscle and appear as a painful 
swelling above the symphysis. As the deep location 
of the collection of pus renders external perforation 
impossible at this site, the pus may extend from the 
prevesical space through the umbilicovesical fascia 
into the paravesical space and may be confused 
with primary abscess of the parametrium. Occa- 
sionally abscesses of this type perforate into the 
bladder. 

About 70 per cent of the cases reported were cured 
by surgical measures—extirpation of the fistula and 
the removal of sequestra—supplemented by the 
usual conservative treatment. COKKALIS (Z). 


Tobler, T.: Macroscopic and Histological Findings 
in the Menisci of the Knee Joint at Ditierent 
Age Periods (Makroskopische und histologische Be- 
funde am Kniegelenk meniscus in verschiedenen Le- 
bensaltern). Schweiz. med. Wchnschr., 1929, ii, 1359. 


The author studied 400 menisci from 100 cadavers 
ranging from those of nurslings to those of persons 
eighty-six years old, and, in addition, several menisci 
which had been removed at operation because of 
injury. The findings of Ishido and Mandl were in 
general substantiated. Degenerative changes were 
found to occur very early. Most frequent was fatty 
degeneration (67 per cent of the cases). This form of 
degeneration could be demonstrated as early as the 
fifteenth year. The menisci of all persons more than 
thirty-two years of age showed more or less fatty 
degeneration. Mucoid degeneration was also noted 
frequently (50 per cent of cases) and as early as the 
sixteenth year. In the menisci of persons more than 
thirty-seven years of age it was found constantly. 
Often the cartilage had disintegrated in places so 
that ganglia were formed, especially in the lateral 
meniscus. Equally frequent was fibrillar degenera- 
tion. Calcification was found in 25 per cent of the 
menisci. The youngest subject with calcification was 
sixteen years of age. In about 30 per cent of the 
menisci, hyalinization of the fibrous bundles and 


‘matrix could be demonstrated. Midway on the me- 


niscus, close toits attachment, an oedematous swelling 
of the fibrillar bundles was frequently seen. Tibro- 
cartilaginous necrosis and necrosis of the cartilage 
cells were also demonstrated often. 

In the menisci of persons more than thirteen years 
of age a single form of degeneration was rare; nearly 
always, combinations of different types of degenera- 
tion were found. No difference in the frequency or 
severity of involvement of the inner and outer menis- 
cus could be determined. Inflammatory processes in 
the menisci were seen only very rarely. 

The degenerative changes are the result of fre- 
quent and long-continued minor traumata and poor 
vascularization. Even a considerable change in the 
menisci does not produce subjective symptoms. 

In the discussion of this report, ISELIN opposed the 
operation of cutting through the lateral ligaments of 
the knee because the studies of Enderlen have shown 
that the ligaments do not begin to regenerate until 
after three or four weeks. He stated that Payr’s inci- 
sion is entirely suflicient. The part of the meniscus 
which is still firmly attached should be left intact. 
He emphasized that internal injuries of the knee 
should be treated at operation as conservatively as 
possible. In three cases, Iselin fixed a torn-off crucial 
ligament back onto the tibia with short nails. The 
prognosis is good; spontaneous cure with a good 
result can be demonstrated in the roentgenogram. 
Arthritis deformans is the result of wear and tear. 
It is in the main a disease of the laboring classes, but 
is dependent also on age and constitution. Trau- 
matic arthritis has a good prognosis when the trauma 
does not leave a source of chronic irritation. As a 
rule it becomes cured in one or two years. 
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Rovx stated that he always attempts to alleviate 
the condition by massage before resorting to arthro- 
tomy. 

Duss emphasized that arthritis deformans is not 
indicated by every small irregularity of the joint 
contour. He stated that he performs meniscectomy 
under local anesthesia. L. Lurz (Z). 


Henschen, C.: The Blood Vessels of the Menisci of 
the Knee Joint. Anatomicophysiological Char- 
acteristics of the Knees of Mountaineers (Ge- 
faessversorgung der Kniegelenksmenisken. Anato- 
misch-physiologische Eigenheiten des Berglaender- 
knies). Schweiz. med. Wchnschr., 1929, ii, 1366. 

In the normal interarticular cartilage there is a 
parameniscal artery at the capsular insertion of the 
meniscus from which, in the middle two-fourths of 
the cartilage, small arterial branches enter in a 
radial direction to supply the outer third of the me- 
niscus. The most anterior quarter shows arich arterial 
plexus formed by the capsular arteries and the ves- 
sels of the crucial ligaments which, in the first two- 
thirds of this segment, supplies the entire width of 
the meniscus and in the posterior third somewhat 
less than half of the meniscus. The posterior quarter 
of the meniscus has a similar blood supply, but is less 
vascular. 

In old persons, the radial internal blood ves- 
sels of the meniscus, even those in the middle two- 
fourths, advance toward the free edge. The arteries 
of the menisci become involved in severe sclerotic 
and degenerative changes of the arterial trunks. 

In native Swiss people the knee-joint surfaces of 
the tibia are much more deeply excavated than those 
of people living on the plains. Other characteristics 
of the knee of mountaineers are a somewhat deeper 
or thicker layer of cartilage in the deeper excavation 
of the head of the tibia; a more marked tendency 
toward a posterior position of the tibial head; a 
steeper and more marked prominence of the inter- 
condylar eminence; greater thickness of the menisci, 
particularly in the posterior aspect; greater width of 
the condylar zone of the femur and tibia; greater 
height of the so-called roentgenological joint space, 
ie., more marked cartilaginous covering of the fe- 
mur, tibia, and patella; shortening of the sagittal 
length of the femoral condyles, particularly the ex- 
ternal condyle; a deeper position of the patella; a 
slighter valgus position; and a flattening of the sagit- 
tal curve of the femoral condyles in the anterior and 
posterior profile of the arch. As an adaptation to the 
mode of walking required in mountainous regions, 
the knee joint of the mountaineer is more forcibly 
closed by ligamentous and muscular power than the 
knee joint of the inhabitant of the plains. 

In addition to the greater demands made upon 
the knee in mountainous countries, the anatomical 
and physiologicomechanical characteristics of the 
knee joint of the mountaineer explain the greater 
frequency of injuries to the meniscus in inhabitants 
of mountainous regions as compared with persons 
living on the plains. S. Frey (Z). 


Bircher, E.: Internal Injuries of the Knee Joint 
(Die Binnenverletzungen des Kniegelenkes). Schweiz, 
med. Wchnschr., 1929, ii, 1292, 1309. 

Bircher says that further studies should be made 
of the anatomical and physiological characteristics of 
the knee joint. A comparison of roentgenograms 
shows several differences in the knee joints of persons 
who live in mountainous regions and those who live 
on the plains. In injuries of the menisci, sex, age, 
and occupation play a réle. Constitutional tenden- 
cies (weakness of the joint, a tendency toward arthri- 
tis, and endocrine influences) are also factors. Sus- 
ceptibility to traumatic lesions may be increased by 
weakness of the menisci caused by disease, continued 
trauma, or over-work. The pathological histology of 
the menisci should be studied in greater detail. 
Roentgenograms should be interpreted with great 
care. The signs of arthritic changes in the roentgeno- 
gram do not warrant conclusions as to the presence 
or degree of involvement of the knee joint. Injection 
of air into the joint is not of much aid. More atten- 
tion should be paid to auscultation of the joint, 
Attempts to explain functional processes, such as 
studies on the cadaver, should be evaluated with 
great care in theoretical discussions. 

Operations on the menisci should be as conserva- 
tive as possible. Partial resection is sufficient. Ac- 
cording to the author’s experience and the cases 
reported in the literature, the results of this proce- 
dure are very favorable. Dissimilar material of difier- 
ent surgeons should not be used as a basis for conclu- 
sions. The very frequent combination of several 
different internal injuries and constitutional factors 


may be considered indications for early operative 
intervention. 

As a result of the greater frequency of operation on 
the knee joint the diagnosis of injury of the crucial 


ligaments is being made more frequently. Severe 
injuries of the crucial ligaments are serious, but their 
operative treatment gives good results. 

Hoffa’s disease of the fat pads may occur as an 
independent condition, but as a rule is combined 
with internal injuries. Operative treatment gives 
good results. The so-called chondroses of the knee 
joint (Laewen-Budinger chondropathy of the pa- 
tella, osteochondritis, chondromatosis) are not vet 
completely understood. They are somehow related 
to trauma. They are amenable to operative treat- 
ment. S. Frey (Z). 


Laewen, A.: Osteochondritis Dissecans of the 
Talocrural Joint and Its Surgical Treatment 
(Ueber Osteochondritis dissecans am Talocruralge- 
lenk und ihre operative Behandlung). Zen/raltl. 
f. Chir., 1929, p. 2498. 

The author reports an extremely instructive case 
of osteochondritis dissecans of the tibiotarsal jvint. 
Only fifteen cases of this type are on record as the 
disease usually attacks large middle joints with 
long lever arms such as the knee and elbow. 

Laewen’s patient was a woman thirty-nine years 
of age who gave a history of pain in the left foot for 
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fourteen years which had developed without pre- 
vious trauma. In front of the external malleolus 
there was an area which was tender to pressure, and 
in the region of the trochlear surface the roentgeno- 
gram revealed a circumscribed bone focus, the size 
of a bean, which began somewhat medialward from 
the center and extended to the internal border. 

The joint was incised with temporary resection of 
the internal malleolus and temporary division of the 
tendons of the tibialis posticus and the flexor longus 
digitorum, and after sufficient pronation of the foot, 
the smooth-walled bony body was lifted out of an 
absolutely smooth bed together with the attached 
articular cartilage. Histologically, the cartilage was 
alive, but the bone was dead. After three months 
the mobility of the ankle was again normal, but se- 
vere pain still persisted internal to, and below, the 
external malleolus. 

Osteochondritis dissecans occurs most frequently 
in the trochlear surface of the astragalus and much 
more rarely in the articular surfaces of the tibia and 
fibula. It may develop at any age. It occurs after 
external force and also without such force. When 
the loosened portion of bone is situated on the ar- 
ticular surfaces of the leg bones it is completely ex- 
truded, but when it is situated on the trochlear sur- 
face its extrusion is prevented by the closure of the 
joint. Spontaneous recovery occurs in the astraga- 
locrural joint as rarely as elsewhere. The best 
method of treatment is operation. Max Bunpe (Z). 
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Samarin, N.: End-Results of the Treatment of 
Ankylosing Polyarthritis by Parathyroid Extir- 
pation (Dauerresultate der Therapie der ankylo- 
sierenden Polyarthritis durch Epithelkoerperchen- 
extirpation). Verhandl. d. 20 russ. Chir.- Kong., 1929, 
p. III. 


According to the investigations of Oppel and his 
school, most cases of ankylosing polyarthritis are 
characterized by an increase in the blood calcium, 
and the inorganic blood phosphorus, an increase in 
the viscosity of the blood with a normal blood cal- 
cium, and a decrease of the electrical excitability of 
the muscles. Oppel believes that the disease is re- 
lated to hyperfunction of the parathyroid glands 
which is manifested clinically by the increase in the 
blood calcium, the decrease in the electrical excita- 
bility of the muscles, and the well-known joint symp- 
toms. As treatment he therefore recommends para- 
thyroidectomy with simultaneous right hemithyroid- 
ectomy. 

In the course of two years fifty-five cases were 
treated in this way. It was found that, in the spine, 
three types of the disease are to be differentiated: 
spondylitis deformans, spondylo-arthritis ankylotica, 
and mixed forms. In the six cases of the first type in 
the series reviewed the parathyroidectomy was with- 
out effect, a fact which indicates that spondylo- 
arthritis deformans is a distinct nosological entity. 


In the forty-nine other cases the operation was done 
for polyarthritis ankylotica. The results in thirty 
cases after from seven to nineteen months are re- 
ported. One patient died after a year, seven had 
relapses, six showed no change after the operation, 
and sixteen reported improvement. In one case of 
recurrence a year after the operation the calcium of 
the blood was increased to 11.2 mgm. per 100 c.cm. 
although immediately after the operation it was only 
9.8 mgm. It is possible, however, that the parathy- 
roids were not extirpated in the operation. The six 
cases in which the operation was followed by no 
change demonstrate that the otherwise advancing 
disease was at least arrested. 

The operation itself is harmless; there were no 
deaths resulting from it. However, in several cases 
an unpleasant hoarseness was caused by trauma to 
the inferior laryngeal nerve. 

The author concludes that parathyroidectomy is 
contra-indicated in cases of typical polyarthritis de- 
formans, but is to be recommended for polyarthritis 
ankylotica. 

In the discussion, Motopaja (Tejkovo) reported 
an excellent immediate result after Oppel’s treat- 
ment in a typical case of rhizomelic spondylosis. The 
pain ceased and the patient was restored to full 
working capacity from a state of invalidism. 

GOLjJANIcktJ (Moscow) reported on three cases 
an early case of spondylo-arthritis ankylotica with a 
successful result, a case of spondylo-arthritis de- 
formans with no result, and a case of severe rhizo- 
melic spondylosis with total ankylosis of the spine 
and of both hips in which, four months after the 
operation, the pain had ceased and there was free 
motion of the hands and of one thigh. 

Kuznecov (Garodec) reported on three cases of 
polyarthritis ankylotica treated surgically. In two, 
there was no improvement although there was no 
advance of the condition during a period of a year. 
In one, there was very definite improvement. 

Bosrov (Voronez) reported prompt and very con- 
siderable* subjective and objective improvement 
after operation in a moderately severe case of spon 
dylo-arthritis ankylotica. J. Kornann (Z). 


FRACTURES AND DISLOCATIONS 


Frantz, R., and Mayer, M.: Biological and Experi- 
mental Contributions Relative to Osteosyn- 
thesis by Cunéo’s Method ((Quelques données 
biologiques et expérimentales relatives 4 lostéo- 
synthése par l’appareillage du Professeur Cunéo). 
Presse méd., Par., 1929, XxXvii, t616. 

The authors studied the biological reaction of bone 
to the metal clips and wire employed by Cunéo and 
to other materials used for osteosynthesis. ‘Their 
experiments were carried out on dogs. They found 
that Cunéo’s material was well tolerated, provided 
infection did not occur. ‘The periosteum re-formed 
rapidly. The greater the operative traumatism the 
thicker the periosteum. Microscopic examination 
showed a reaction of the bone even when tolerance 
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seemed perfect. In the periosteum there was cellular 
infiltration with metallic masses, and in some in- 
stances newly formed spongy trabecule were found. 
In the compact bone there were signs of bone re- 
sorption around the material. In the marrow, the 
formation of a spongy framework around the teeth 
of the slips was noted constantly. The same re- 
action was observed whatever the material used, but 
its degree varied greatly in different cases. Some- 
times it was sharply localized, and sometimes it 
extended to a distance. In all cases in which it was 
very pronounced there was a certain mobility be- 
cause the material was poorly applied or because 
the osteosynthesis was mechanically insufficient. 
Robineau and Contremoulin have repeatedly em- 
phasized that absolute immobility is essential for the 
biological success of osteosynthesis. 

The authors’ findings seemed to indicate that the 
less the volume of the foreign material used the less 
the rarefaction, although even when the Robineau- 
Contremoulin metal collar was used there was 
excellent tolerance and the reaction was minimal 
if absolute immobility was obtained. As callus does 
not form in the immediate vicinity of the metal, it 
appears also that the less the volume of the material 
used, the more easily will union occur. The authors 
therefore conclude that Cunéo’s material, which 
presents a volume much smaller than that of any 
similar appliance, affords the best biological con- 
ditions for bone repair. 

The article is illustrated with roentgenograms and 
photomicrographs. FLORENCE A. CARPENTER. 


Paitre and Didiée: Three Cases of Recurrent Dis- 
location of the Shoulder Treated by the Pro- 
cedures of Louis Bazy and Oudard. The Roent- 
genographic Technique for Demonstrating Le- 
sions of the Head of the Humerus (Trois cas de 
luxation récidivante de l’épaule traités par les pro- 
cédés de Louis Bazy et de Oudard. Technique radio- 
graphique pour mettre en évidence les lésions de la 
téte humérale). Bull. et mém. Soc. nat. de chir., 1929, 
lv, 1423. 

The roentgenological demonstration of deformities 
of the head of the humerus requires external rota- 
tion for measurement of the angles, internal rota- 
tion for examination of the humeral notch (hatchet 
appearance), and ventral decubitus with the hand 
on the hip and the elbow slightly elevated so that 
the epicondylo-epitrochlear axis is approximately 
vertical. 

In the cases of recurrent dislocation of the shoulder 
reported by the authors, traumatic bony lesions 
were absent or unimportant factors in the condition. 
Deformities of the head of the humerus, however, 
were found in every instance. Closure of the angle 
of inclination was evident in only one case, in which 
varus was indisputable in the position of external 
rotation. In one case a change in the angle of de- 
clination was suspected. Lengthening of the neck 
was clearly evident in one case and less certain in 
the two others. The inferior tubercle was present 
and the humeral notch was seen in all. In the posi- 


tion of external rotation, the classical position for 
examination of the shoulder, the notch was har«|ly 
visible. In the first case it was a wide but shallow 
depression; in the second, it was narrower and decper 
and in the third it appeared as a wide and extensive 
loss of substance. 

The operative technique employed by the authors 
differed slightly from that of Bazy and slightly more 
from that of Oudard. In the first case difficulties 
were encountered in fastening the tibial graft to the 
base of the coracoid process because too much of ‘he 
latter had been scraped away. Semicerclage as 
therefore resorted to. In the second case the two 
coracoid fragments were covered with the os‘co 
periosteal graft and the fragments and graft the 
fixed by semicerclage. In the third case, follo 
the latest technique of Bazy, the authors introd) 
into the thickness of the coracobiceps, not a graf 
from the tibia, but a fragment of the coracoi 
process turned down as in osteoplastic procedures. 
Thus, from operation to operation, the techn 
was simplified. The immediate results, at leu 
of the last operation were the best. 

Bazy, who read this report for Paitre and Dicive 
called attention particularly to the anterior caps 
periosteal detachment which was discovered in 
three cases when the joint was opened. 

FLORENCE A. CARPENT! 


Ehalt, W.: Fracture of the First Metacarpal : 
Its Treatment (Ueber Brueche des 1 Mittelha 
knochens und ihre Behandlung). Arch. f. ori/ 
Chir., 1929, XXvii, 515. 

Fractures of the first metacarpal are considera))]) 
less common than fractures of the fifth metacarpal, 
but their diagnosis and treatment are of special! i 
portance. For practical purposes they may be clissi- 
fied into two groups—Bennett’s fractures and {rac- 
tures of other types. In the three years since thi 
tablishment of the Accident Hospital in Vienna, 
forty cases have been treated in that institut: 
Thirty-two were recent fractures. Among. these 
there were fourteen Bennett fractures. Fractures 
this type occur most frequently in the right ha: 
Recently they have been found more often in women 
than in men. 

Bennett’s fracture involves the ulnovolar portion 
of the base of the first metacarpal and is usually «s- 
sociated with subluxation of the entire first meta- 
carpal. The degree of subluxation varies up to com- 
plete luxation. The process broken off does not 
form a part of the joint surface. A sharp distinction 
between Bennett fractures and other fractures is 
rendered difficult by the fact that the injuries 
from simple luxation through the typical Benn 
type to the para-articular fracture. The degre: 
involvement of the joint surface is of importan: 
the treatment. 

Clinical examination reveals, besides the swelling, 
which is often slight, a marked protrusion o/ the 
base of the first metacarpal radial to the tabaticre, 
diminished power of apposition, and sometimes an 
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inflection of the axis of the bone toward the ulnar 
side. Frequently there is very little pain. The 
roentgenogram clinches the diagnosis. 

Functional treatment is not favored. In recent 
cases the treatment has consisted of reposition ac- 
complished by abduction and extension without local 
anesthesia. In cases of subluxation without frac- 
ture, Bennett’s fracture with and without subluxa- 
tion, in which only the extra-articular process is 
broken off, a plaster splint has been applied. In the 
other types of fracture with involvement of more 
than the ulnar third of the joint surface, wire exten- 
sion has been applied. The technique of applying 
the plaster bandage directly on the skin and the 
subsequent reposition which must be maintained 
until the plaster hardens must be read in the original 
article. The plaster dressing is left in place for four 
weeks. Wire extension is made on the end phalanx 
of the thumb. The pull is obtained by means of a 
Kramer splint which is fastened to the thumb by a 
plaster-of-Paris dressing. Only the wrist and thumb 
joints are immobilized. All of the others are allowed 


free movement. The wrist does not become stiff 
during immobilization for four weeks. The fracture 
heals well with this method. In the cases reviewed 
there were no pseudarthroses. Persons with frac- 
tures well healed by this treatment do not require 
compensation as, at most, there is a disability of 
only 5 or 6 per cent for three months. This is a 
marked improvement over the usual poorly healed 
Bennett’s fracture with severe secondary arthritis 
for which compensation for disability up to 25 per 
cent is given for years. 

In the cases reviewed there were only twenty-six 
fractures of other parts of the metacarpus. Of these, 
nine were open fractures (two due to crushing) and 
ten were transverse fractures of the base. In the 
majority of the cases the fracture was produced by 
indirect force. In the cases without dislocation, the 
treatment consisted of immobilization in a finger 
splint or plaster cast. In cases with dislocation, it 
consisted of reposition and wire extension of the end 
phalanx of the thumb. Open fractures were trans- 
formed into closed ones. HELLNER (Z). 
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BLOOD VESSELS 


Emile-Weil, P., and Lévy-Franckel, A.: The Syn- 
drome of Arterial Obliteration of the Thrombo- 
Angiitis Type in the Lower Extremities Ob- 
served for Nine Years (Syndrome d’oblitération 
artérielle des membres inférieurs 4 type de thrombo- 
angéite, observé pendant neuf ans). Bull. et mém. 
Soc. méd. d. hép. de Par., 1929, xlv, 1409. 


A Jew, aged forty-six years, developed phlebitis 
of the left saphenous vein of unknown origin and 
recovered, but three months after his clinical cure 
a study of the circulation revealed a decrease in 
the arterial tension at the malleolus and a difference 
between the oscillometric indices determined at 
the right and left malleoli. The patient had had no 
symptoms such as pain or coldness to draw his 
attention to the circulatory system. Three years 
later, arteritis of the left lower extremity was 
manifested by painful cramps and intermittent 
claudication. Two years later, the right lower 
extremity became involved and the vascular obliter- 
ation ran a more rapid course in this leg than in the 
left leg. The following year violent pains developed 
in the left leg, necessitating the use of morphine for 
the first time. The arterial tension and the oscillo- 
metric index fell progressively at both malleoli 
and in both popliteal spaces until they approached 
zero. Since that time (July, 1928), the patient has 
complained of coldness of the feet, but gangrene 
has not appeared. In December, 1929, nine years 
after the onset of his disease, he was still able to 
keep at his occupation, but he avoided long walks 
and walking uphill. 

This case has all of the characteristics of the 
obliterating thrombo-angiitis described by Buerger— 
race, age, absence of known cause, normal blood 
cholesterin and blood sugar, prodromal phlebitis, 
disappearance of the pulse in the dorsalis pedis and 
posterior tibial arteries, and slow evolution with 
exacerbations and remissions. 

The authors emphasize the importance of careful 
oscillometry in the cases of all persons with a 
pathological condition in the lower extremities. 

Attention is called to the fact that in the case 
reported the arterial tension and the oscillometric 
index were sometimes lower in the popliteal spaces 
than at the malleoli. This phenomenon may perhaps 
be explained by the vicarious functional role of the 
arterioles and capillaries. In some cases the authors 
have observed also complete disappearance of the 
oscillations in the dorsalis pedis without pain or 
gangrene. It appears, as Vaquez, Mauclaire, and 
Giroux have pointed out, that the oscillometric 
index can remain at zero without complete interrup- 
tion of the circulation. 


Although treatment can have no effect on the 
organized lesion, it is not without value in the spasti: 
crises, during which, alone, there is pain. These 
transient crises are brought on by exercise, especial! 
walking uphill, by cold, by compression of the vas- 
cular trunks due to prolonged sitting, and, perhaps 
by emotion and fatigue. Diathermy, hot air under 
pressure, geneserin, and acecholin given by sul) 
cutaneous injection seem to have a favorable effec: 
on the crises. FLORENCE A. CARPENTER. 


McCarthy, P. A.: The Treatment of Aneurisms of 
the Thoracic Aorta and Innominate Artery by 
Distal Arteriovenous Anastomosis. Ann. Sw .., 
1930, xci, 161. 

The author reviews the history of aneurism of the 
thoracic aorta from the time of Vesalius up to 10.5, 
when Babcock treated the condition by anastomvs- 
ing the internal jugular vein to the common carotid 
artery. He states that, with the exception of wiring, 
all methods of treatment proposed in the past hive 
been discarded as useless, and that wiring can be 
done with success in only a very limited number of 
cases. 

The action of moving fluids is discussed on the 
basis of the following elementary hydrodynamic 
laws: 1. Moving fluids acquire resistance from the 
cohesion of molecules to each other and their ad 
hesion to the sides of the conducting vessels 
Moving fluids have velocity, which depends on tlic 
force driving them and varies inversely with the 
lumen of the conducting vessel. 3. All fluids, whether 
in motion or at rest, have a constant volume, and the 
resistance of fluids may be considered as the total 
volume of all fluid ahead of a certain point. 

These laws, when applied to the circulating blood, 
establish the following facts: 1.The intraventricular 
pressure and arterial pressure are positive. 2. | lie 
venous pressure is negative. 

On the basis of these facts it is evident that when 
the common carotid artery is anastomosed to the 
internal jugular vein, little or no strain will be «x- 
erted on the point of anastomosis. When the blood 
supply of one-half of the head is cut off above a ccr- 
tain point, the head pressure, which includes ‘he 
resistance caused by all vessels ahead of this point, 
is removed. Removal of this resistance removes 
some of the lateral or radial pressure on the artery 
from the point of the anastomosis back to the ven 
tricle and thus will reduce the pressure in an ane 
rism in that area. In addition to the removal of the 
resistance, an aspirating effect is exerted on this 
point by the venous suction. Removal of the head 
pressure then affects the velocity of the blood flo: 
and as the velocity is affected so is the driving force, 
the heart. 
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The author reports in detail ten cases of aneurism 
of the thoracic aorta, in four of which there was also 
an aneurism of the innominate artery. Distal arte- 
riovenous anastomosis was done in eight cases with 
an immediate mortality of 25 per cent. In the cases 
in which the operation was successful it gave im- 
mediate relief from the pain and the difficulty in 
breathing and swallowing. The author concludes 
that arteriovenous anastomosis is the operation of 
choice in aneurism of the thoracic aorta and in- 
nominate artery. Louis P. GAmBEE, M.D. 


BLOOD; TRANSFUSION 


Dienst, A.: Further Investigations on the Nature, 
Effect, and Site of Origin of Antithrombin in 
the Organism and Its Clinical Significance 
from the Diagnostic, Prognostic, and Thera- 
peutic Standpoints. Also a Clarification of the 
Objections of Witte of Hannover to the Diagno- 
sis of Early Pregnancy on the Basis of Anti- 
thrombin Determinations According to the 
Author’s Method and of the Objections of 
Salacz and Gyulai of Budapest and Wislanski 
of Lemberg (Weitere Untersuchungen ueber das 
Wesen, Wirken und den Ursprungsort des Anti- 
thrombins im Organismus und seine kinische Be- 
deutung in diagnostischer prognostischer und 
therapeutischer Hinsicht. Zugleich eine Klarstel- 
lung der Einwaende von Witte, Hannover, gegen das 
Antithrombin als Erkennungsmittel der Frueh- 
schwangerschaft nach meiner Methode, ferner von 
Salacz und Gyulai, Budapest, und Wislanski, Lem- 
berg). Arch. f. Gynaek., 1929, cxxxviii, 751. 


Dienst refutes the objections which Witte has 
raised against the diagnosis of pregnancy on the 
basis of the metathrombin content of the blood. The 
antithrombin apparently has the function of fixing 
the dangerous thrombokinase. It is a source of dan- 
ger only when it occurs in the circulating blood in 
pathologically increased amounts. When thrombin 
is present in physiological amount its action consists 
only in the formation of the fibrin by fixation with 
the fibrinogen, whereby it produces blood thrombi 
and protects the body against death from hamor- 
rhage in injuries of the blood vessels, but when it is 
present in an atypically increased amount as in cer- 
tain pathological conditions it has an extremely 
toxic effect on the organism as a whole. 

In eclampsia and the toxicoses of pregnancy the 
author found first an increase of fibrinogen and then 
a decrease down to complete absence. When the 
threshold value of the toxins of pregnancy is reached, 
an oedema of the brain develops as a result of the 
atypically increased thrombin and produces the 
eclamptic convulsions by exerting pressure on the 
motor areas of the cerebral cortex. Antithrombin is 
produced not only by the liver, but also by the uter- 
ine mucosa, the placenta, the follicular fluid, the 
theca cells, the corpus luteum of pregnancy, the 
thyroid gland, the adrenals, the breasts, the pan- 
creas, the testes, the sperm, and the hypophysis. 
Following impregnation, the antithrombin pre- 
dominates in the mucous membrane of the uterus, 


while in the non-pregnant state the thrombin pre- 
dominates. 

Determination of the antithrombin is not a spe- 
cific test for pregnancy. As the greatest destruction 
of leucocytes during labor is demonstrable during 
the labor pains, and as the excessively formed throm- 
bokinase may be effective at the moment of its de- 
velopment whereas the amounts of fibrinogen de- 
veloping simultaneously therefrom do not reach the 
blood and become effective there until later, it ap- 
pears that possibly, when only the eclamptic thres- 
hold value of the thrombin is reached, a previously 
normal appearing woman in labor may be suddenly 
attacked by puerperal eclampsia without a distinct 
increase of fibrinogen and without albuminuria. The 
further course of the puerperium then depends upon 
whether the heart can provide a sullicient perfusion 
to even the antithrombin-producing organs. ‘The 
final outcome of the condition depends far more 
upon the amount of fibrinogen than upon the 
amount of thrombin. Large doses of sodium bicar- 
bonate such as are given for acidosis have a favor- 
able effect on the toxicoses of pregnancy. 

O. O. FELLNER (G). 


Lundberg, A.: Lecithin as a Substance Capable of 
Inhibiting Hemo-Agglutination (De la léci- 
thine, en tant que substance capable d’inhiber 
Vhémoagglutination). Acta med. Scand., 1929, Ixxii, 
395+ 

In a series of experiments in vitro, Groeberg and 
the author showed that lecithin acted to increase the 
resistance of the red blood cells to a hypotonic solu- 
tion of sea salt and to hemolytic substances such as 
saponin and extract of bothriocephalus latus. In 
complementary experiments it was shown that the 
only kind of lecithin that had this effect was ovo- 
lecithin reduced to a fine emulsion. 

In the author’s latest experiments, the blood 
group of a sample of citrated blood was first deter- 
mined in the usual way. If agglutination occurred, 
the blood was mixed with the lecithin emulsion and 
the group was again determined. If the blood be- 
longed to Group A, B, or AB (Dungern and Hirsz- 
feld), 2 drops of the lecithin emulsion were added so 
that the composition of the blood and lecithin was 
as follows: 1 c.cm. of 3.8 per cent sodium citrate plus 
1 drop of blood plus 2 drops of a 0.25 per cent emul- 
sion of lecithin (7o drops to 1 c.cm.). At the end of 
five minutes the blood group was determined again 
with the blood thus treated. 

In all cases in which the blood belonged to Group 
A or B, agglutination was then absent; the blood re- 
acted as though it belonged to Group O. Blood be- 
longing to Group AB did not react constantly in the 
same manner. In one case it reacted as though it 
belonged to Group A; in four cases, it reacted as 
though it belonged to Group O; and in one case, no 
effect was observed (the patient from whom this 
sample of blood had been taken was in hospital for 
thrombosis). A lecithin concentration less than 
1:15,000 had no effect on hemo-agglutination. A 
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latent period of at least five minutes was observed. 
Altogether, eighty-one samples of Group A blood, 
seventy-eight samples of Group B blood and six 
samples of Group AB blood were tested. 

The author has made three clinical experiments, 
using “‘helpine,”’ which contains lecithin and is ob- 
tainable sterilized in sealed capsules. Five cubic 
centimeters were injected intravenously. The pa- 
tients belonged to Groups A and B. In each of these 
bloods, agglutination was manifest to the naked eye 
at the end of half a minute. When a second test was 
made with the same serum twenty-four hours after 
the injection in the case of the Group B blood and 
sixteen hours after the injection in the case of Group 
A blood, about one and one half minutes elapsed 
before agglutination took place. 

FLORENCE A. CARPENTER. 


Bogomolec, A.: The Scientific and Practical Impor- 
tance of Blood Transfusion (Zur Frage der wis- 
senschaftlichen und praktischen Bedeutung der 
Bluttransfusion). Vraé. Delo, 1929, xii, 415. 

The author reviews the work of the experimental 
division of the Institute for Blood Transfusion in 
Moscow. 

The fact that the erythrocytes persist for a long 
time in the organism of the recipient leads to the as- 
sumption that the other constituents of the blood 
persist for an equally long time. This, however, is 
not true. The severe reactions which frequently 
appear several days after transfusion suggest that, 
as in foreign protein therapy, there is partial de- 
struction of the plasma protein with colloidoclasia. 
The investigations of Medvedjeva showed that more 
protein is destroyed in the blood of the recipient 
than is introduced with the donor’s blood. There- 
fore the absence of isohamo-agglutination is not an 
absolute guarantee of a reactionless transfusion. If 
the bloods of the donor and recipient are entirely 
compatible, there is a permanent increase in the 
plasma protein without an increase in the residual 
nitrogen. 

The use of transfusion to substitute for hormonal 
insufficiency was also studied. It was found that, 
following removal of the pancreas, transfusion was 
wholly without effect. In parathyroprival tetany a 
better result was obtained from the transfusion of 
blood and calcium chloride than from the transfusion 
of either of these agents alone (Judina). 

Since the organism possesses an enormous regen- 
erative capacity after severe hemorrhage, the favor- 
able effect of blood transfusion in profuse bleeding is 
explained chiefly by its stimulation of vascular tonus 
and its relief of shock. 

In anemia following intoxication with benzol, 
phenylhydrazin, or lead, the beneficial effects of 
blood transfusion are striking. Lead colics disap- 
pear after the transfusion, but the effect does not 
persist long. 

With the assumption that cancer cannot arise in 
an organism in which the connective tissue appa- 
ratus is healthy, the author studied the effect of 
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blood transfusion on the dysoxidative carbonuria 
associated with cancer. He found that the carbon- 
nitrogen ratio in the urine of the patient with car- 
cinoma may become normal again under the influ- 
ence of blood transfusion; therefore, the transfusion 
affects the factor which is of the greatest importance 
in the production of cachexia. However, this effect 
is only temporary. 

These results and the fact that the blood trans 
fusion stimulates the physiological connective tissue 
system suggest to Bogomolec that it may be possible 
to employ blood transfusion to prevent cancer and 
combat metastasis and recurrence. 

Lreopotp Hotst (Z) 


Belenkij, D.: Experimental Studies of Blood Trans- 
fusion (Experimentelle Beitraege zur Lehre von der 
Bluttransfusion). Nov. Chir. Arch., 1929, xvii, 18v, 
327, 489. 

This report is based on 279 experiments carried 
out on 449 dogs. The chief object of the investiga 
tion was to determine the value of sodium citrate. 
The blood was always taken from the femoral artery 
and injected into the femoral vein. The blood pres 
sure and respirations were recorded by means of a 
kymograph. The same dog was never used as a 
donor more than once. All of the experiments dealt 
with acute hemorrhage. 

The results showed that citrated blood has the 
same restorative effect as whole blood. It was found 
to be a complete substitute, fulfilling all of the func- 
tions of whole blood in gaseous metabolism. 

Attention is called to the fact that while blood 
transfusion is a specific therapeutic procedure in 
severe acute hemorrhage, it is effective only within 
certain definite physiological limits of acute blood 
loss. If these limits are passed, no transfusion, of 
either whole or citrated blood, can maintain life even 
if complete cardiac failure has not resulted. A trans- 
fusion will stimulate cardiac action somewhat, but the 
blood pressure very quickly falls and death results. 

Blood plasma, serum, and a mixture of one part of 
blood to three parts of physiological salt solution can 
also bring about substantial improvement ajfter 
acute hemorrhage, but artificial solutions such is 
physiological saline solution alone and Lehmann’s 
solution only exceptionally have a lasting effect. 

Citrated blood is always somewhat toxic as it con 
tains an excess of sodium citrate. Its toxicity is de 
termined by the amount of the excess. However, 
the therapeutic margin of safety of sodium citrate is 
relatively large. In cases of citrate poisoning, cal- 
cium is the only certain remedy. It is promptly 
effective even in acute cases. 

The experiments showed also that blood trans 
fusion is by no means a transplantation of blood «as 
the formed elements of the transfused blood are 
always rapidly destroyed in the body of the recipi- 
ent. This destruction occurs after the transfusion of 
whole blood as well as citrated blood. However, 4 
stimulating effect on the hematopoietic system must 
be taken into account. 
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The author concludes that blood transfusion is the 
most effective treatment of acute hemorrhage, and 
that there is no reason for abandoning the use of 
citrated blood. The problem of citrated blood is the 
problem of the toxicity of the sodium citrate. The 
tolerance of human beings to this substance is rather 
great. The amount of citrated blood that is usually 
transfused—not more than 3 per cent of the body 
weight—is associated with no danger of poisoning. 

ALrpov (Z). 


RETICULO-ENDOTHELIAL SYSTEM 


Scheyer, H. E.: Streptococcus Sepsis and the 
Reticulo-Endothelial System. Monatsschr. f. 
Geburtsh. u. Gynaek., 1929, |xxxiii, 335. 


The reaction of the reticulo-endothelial system of 
mice to streptococcus infection is described. 

Within a few minutes after infection there was a 
darkening of the nuclei of the phagocytic cells. 
Soon, enlargement of the cells and increased phago- 
cytosis of bacteria, erythrocytes, cell fragments, pig- 
ments, etc., were noted; this is the stage of hyper- 
trophy. In the third stage, hyperplastic changes in 
the phagocytic cells took place. If the phagocytic 
cells were not victors over the infection, necroses 
occurred, particularly in the liver and spleen. Ex- 
perimental animals which succumbed quickly to the 
infection showed scarcely any changes in the reticulo- 
endothelial system. Surviving animals showed all 
stages of phagocytic cell proliferation, an indication 
of increased functional activity. In animals which 
succumbed to the infection after a longer time, nec- 
roses were found in the parenchymatous organs in 
addition to proliferative processes of all types. 
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Similar differences in reaction to infection in sep- 
sis have been noted in man. Three types of cases are 
distinguished. In those of one type there is a good 
reaction with recovery. In those of another, there 
is a good reaction at first, but death ultimately results 
from exhaustion. In those of the third type there is 
no reaction and the infection causes death quickly. 

These differences which were observed previously 
in sepsis from various causes were noted by Scheyer 
in human puerperal sepsis. Scheyer studied twenty 
cases of streptococcus sepsis following abortion and 
delivery, seven cases of puerperal staphylococcus 
sepsis, and several non-puerperal cases of sepsis 
originating in the genital organs. These cases were 
divided into three groups as follows: Group 1, con- 
sisting of five cases of streptococcus peritonitis, 
three cases of non-puerperal, but genital, streptococ- 
cus peritonitis, and one case of staphylococcus peri- 
tonitis, with a maximal duration of life of from four 
to five days; Group 2, consisting of four cases of ful- 
minating streptococcus sepsis in which death re- 
sulted within a few days without peritonitis and 
without thrombophlebitis; and Group 3, consisting 
of eleven cases of streptococcus sepsis and five cases 
of staphylococcus sepsis with thrombophlebitis, 
with a duration of life of from one to five weeks. 
The cases in Groups 1 and 2 were representative of 
the type in which no reaction occurs, whereas those 
in Group 3 were examples of the type in which death 
results after a primarily good reaction. 

The case with a good reaction is one in which puer- 
peral fever does not develop in spite of definite op- 
portunities for infection, or in which, in spite of 
puerperal fever and repeatedly positive blood cul- 
tures, the infection is overcome. H. Herpter (G). 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Nikisin, F.: The Individuality and Resistance of 
Surgical Patients (Individualitaet und Wider- 
standsfaehigkeit der chirurgisch Kranken). Acta 
chirurg. Scand., 1930, |xvi, 63. 

Pirogoff, the founder of Russian surgery, encour- 
aged the study of the individuality of surgical dis- 
eases and foresaw the development of a school 
through which the scope of this question would be 
widened. The work carried out at Martynoff’s clinic 
at Moscow and by Rehn at Freiburg, and the studies 
of American and English surgeons prove that Piro- 
gofi’s anticipations have come true. 

In Czechoslovakia, Kukula’s clinic, now that of 
Jir4sek, paid particular attention to the problem. 

The author bases his theory on the assumption of 
Bernard, Pfliiger, and Lepeschkin that life differs 
from death in its capability for synthesis and assimi- 
lation. In order to explain the synthetic properties 
of the protoplasm of his patients he determined the 
oxyhemoglobin of the arterial and venous blood, the 
oxidation coefficient in the tissues, the hydrogen-ion 
concentration of the blood (Cullen), and the alkali 
reserve. He determined also the vital capacity of 
the lungs, the urinary reaction (pH), and the am- 
monia coefficient of the urine. 

In this way forty-two patients were investigated, 
most of whom had some abdominal disease. Of 
these, thirty-eight were operated upon and eleven 
died soon after the operation. 

The author classifies those who died into two 
groups. In the first group he places six men who died 
of peritonitis or hemorrhage, and in the second 
group, three who died of bronchopneumonia and two 
who died of cachexia. He states that those of the sec- 
ond group presented the phenomenon characteristic of 
patients who die from slight operative trauma and 
after a short anesthesia, viz., an insufficient supply 
of oxygen to the organism (82 per cent) or poor 
utilization of the oxygen in the tissues (0.09 to 0.12 
instead of 0.23 too.7 percent), that is to say, a weak- 
ness of the synthetic properties of the protoplasm. 


Jirasek, A.: The Preparation of Patients for Opera- 
tion (Die Vorbereitung des Kranken zur Operation). 
Acta chirurg. Scand., 1930, |xvi, 23. 

This article deals with two questions which every 
surgeon must ask himself before proceeding to oper- 
ate: What kind of an individual is this patient con- 
stitutionally and in a physicochemical sense, and 
how is he going to stand the proposed operation? 
The answer requires careful observation of the syn- 
dromes in fatal cases and a study of the causes of 
death following operation. To show the necessity 


_ 
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for a clear recognition of the pathological type pre- 
vious to operation the author reviews the dangers 
associated with different operations in the cases of 
certain constitutions. He discusses in particular the 
influence of decreased and increased coagulability of 
the blood. Following a review of the possibilities 
and shortcomings of functional diagnosis, he points 
out the causes of postoperative non-infectious ileus 
and discusses whether it is possible to guard against 
such an idiopathic ileus. 

He attaches great importance to the determina 
tion of the patient’s physicochemical type before 
operation and shows the possibilities in this diagno- 
sis. He then speaks of the general preparation of the 
patient, particularly along the chemical and bacte- 
riological lines (administration of glucose, prophy- 
lactic vaccination). Finally, he describes the special 
preparation for various operations such as those for 
pseudarthrosis. 


Boshamer, K.: Investigations on the Origin and 
Prophylaxis of Thromboses (Untersuchungen 
ueber die Thrombosenentstehung und -prophylaxc). 
Deutsche Ztschr. f. Chir., 1929, CCXxi, 93. 


According to modern views, thrombosis is the re- 
sult of retardation of the blood stream of a central 
and peripheral nature, injury of blood-vessel walls, 
and blood changes. However, even though we know 
to a certain extent the formal genesis of thromboses, 
we have no knowledge of the causal genesis. The 
questions as to how the extraordinary rise of the 
residual nitrogen values in the blood occurs, what 
causes the delay of the peptidase excretion, and why 
one organism reacts to a serious operation with only 
slight deviations in the albumin content of the blood 
and another reacts to a slight operation with extraor- 
dinarily large deviations of the plasma colloid still 
remain unanswered. 

Von Seemen and Binswanger believe that consti- 
tutional factors must be considered. According to 
the author’s investigations, there are two types of 
constitution: the Rehn type, characterized chiefly by 
a labile nervous system, and the type characterized 
by pronounced parasympathicotonic hypertonia. 
The Fruend theory, according to which the predis- 
position of the organism to thrombus formation is 
due to a weakness of the thyroid gland, is rejected by 
the author on the basis of observations of the iodine 
content of the blood and basal metabolic studies 
of twenty-three patients with thrombosis. A pro- 
nounced hypothyroidism in these cases is an excc)- 
tion. The author believes that thrombosis is due to 
shock in the sense of Rehn, Coenen, and Schoen, t/e 
result of operative trauma and the chemical irrita- 
tion of the postoperative cell destruction “in which 
the chief symptom is paralysis of all or a part of the 
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vascular system.” As a rule this operative shock is 
rapidly overcome. The manner of reaction of the 
autonomic nervous system is of decisive significance 
since, according to Rehn, the tendency toward the 
development of shock may be of constitutional origin 
or acquired, but in the last analysis is based upon a 
lability of the vasomotor nerves. 

The author studied the effect of operative inter- 
vention on the autonomic nervous system as indi- 
cated by Widal’s hemoclastic crisis, a reaction which 
is “the result of a vasomotor stimulation in the 
splanchnic region or a vagus stimulation produced 
chiefly in a reflex manner, but partly also by a direct 
effect of albuminous substances reaching the liver 
and blood vessels by resorption.’”’? Whereas, nor- 
mally, a contraction of the abdominal vessels follows 
vasomotor stimulation, in paralysis of the vasomo- 
tor centers from external influences or those of a 
constitutional nature, a dilatation of the splanchnic 
vessels results. To this is added a contraction of the 
liver veins which further increases the dilatation of 
the abdominal vessels. In nearly all cases of ab- 
dominal operation the Widal test is positive, usually 
within the first few days or, after a short convales- 
cence, on the third to the fifth day. As a rule the 
reaction is again normal after five or six days, but in 
cases of thrombosis it remains positive for a long 
time (for from ten to fourteen days). In some of the 
cases studied, this Widal reaction persisted ‘“‘as the 
sign of a constitutional parasympathicotonic hyper- 
tonia and a tendency toward shock.” 

Included in the author’s investigations were tests 
of the circulation of thrombotic patients carried out 
according to the methods of Kauffmann and Usadel 
and estimations of the respiratory quotients. Ac- 
cording to the results of these studies, the majority of 
persons with thrombosis may be designated as “per- 
sons with an abnormally marked reaction to opera- 
tive intervention and postoperative lesions,” and as 
“persons with a special lability of the vasomotor 
nerves and of the autonomic nervous system, or 
with parasympathicotonic hypertonia.” 

Urinalyses revealed increased indicanuria at the 
time of the development of the thromboses. 

The ratio of thrombosis after abdominal opera- 
tions to thrombosis after operations on the thorax or 
extremities is 4.2 : 1. Two subgroups of thrombotic 
patients are to be distinguished: those with dis- 
turbed renal function, and those who have had a 
bone injury or bone operation. 

The author maintains that a probable diagnosis 
of thrombosis can often be made from the blood 
changes, but reports a case with very slight blood 
changes which shows that this is not true in every 
instance. 

As prophylaxis, Boshamer recommends the intra- 
venous or peroral administration of 1,500 c.cm. of 
Ringer’s solution on the day before the operation, 
combined with atropin and thyroxin. Just before 
the operation, he gives 1 mgm. of thyroxin subcu- 
taneously. As postoperative treatment he recom- 
mends the administration of atropin and thyroxin 


interrupted by the oral administration of 1,000 c.cm. 
of Ringer’s solution on the third and eighth days 
after the operation. 

Experiments on dogs which were carried out to 
prove the author’s views did not give the desired 
result as it was impossible to produce a pronounced 
parasympathicotonic hypertonia and circulatory 
weakness in these animals. WANKE (Z). 


Mayer, A.: Thrombosis and Embolism (Ueber 
Thrombose und Embolie). Zentralbl. f. Gynack., 
1929, Pp. 2770. 

Thrombosis is very common at Mayer’s clinic in 
Tuebingen. Before the War, the incidence of puer- 
peral thrombosis in Tuebingen (1.9 per cent) was 
exceeded only by that at Berlin (2.5 per cent) and 
that at Basel (2 per cent). The cause may lie in the 
unusual frequency and severity of varicosities, states 
of exhaustion, frequent pregnancies, and the hard 
physical labor to which the Swabian women are sub- 
ject (conditional factors). The assumption of con- 
stitutional factors possibly resulting from extensive 
inbreeding and the inheritance of a predisposition 
toward the development of varicosities is entirely 
hypothetical. Since the World War the frequency 
of thrombosis has been 2 per cent. The increase has 
therefore not been noteworthy, but embolism has 
become considerably more common. Before the 
War, emboli were formed in 0.17 per cent of the cases 
of thrombosis in obstetrical practice, whereas today 
they occur in 0.5 per cent. Accordingly, there has 
been a threefold increase. The incidence of puer- 
peral thrombosis was higher than that of post- 
operative thrombosis (2.08 per cent), but the in- 
cidence of puerperal embolism (0.52 per cent) was 
lower than that of postoperative embolism (0.9 per 
cent). 

With lengthy, ingenious explanations which re- 
veal an extensive knowledge of the findings of in- 
vestigations in other fields of practice, the author 
discusses the reasons for these phenomena. His ob- 
servation$ are well worth reading, but can be men- 
tioned here only briefly. After eliminating a num- 
ber of possible causes, Mayer calls attention to the 
facts that the maximal incidence of thrombosis and 
embolism occurs between the thirtieth and fortieth 
years of age whereas the maximal incidence of preg- 
nancy is generally reached between the ages of 
twenty and thirty years, and the incidence of em- 
bolism and thrombosis is higher in multipare (2.8 
per cent) than in primipare. He states that the 
habitus, lues, and constitutional degeneration do 
not deserve consideration. Of greater importance is 
injury to the heart persisting from the years of 
starvation and bodily and psychic disturbances. 
Another factor is the change in the behavior of the 
endocrine glands caused by the hunger blockade 
which is manifested by late menstruation and hypo- 
function of the genital glands associated with a 
series of other changes that may be designated 
briefly as ‘endocrine inferiority” of the blood and 
vascular system originating from the World War. 
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The author calls attention especially to the vascular 
endothelium which, as a result of increased resorp- 
tive power (Dietrich) caused by alien protein-like 
substances, favors thrombosis formation. This in- 
creased power of resorption is in part dependent 
upon the diet and leads to sensitization of the vas- 
cular endothelium. 

Of practical importance is the author’s discussion 
of the Trendelenburg treatment of pulmonary em- 
bolism and the question as to whether gynecologists 
should perform this operation. The mortality of 
puerperal embolism is about 32 per cent; the mor- 
tality of postoperative embolism, about 70 per cent; 
and the total mortality in cases not operated upon, 
about 70 per cent. The operative danger decreases 
with the surgeon’s increasing experience. However, 
in 25 per cent of all embolisms and in 50 per cent of 
those which are fatal from the beginning, death 
occurs immediately or after a few minutes. All ob- 
servations prove that it is extraordinarily difficult 
to establish the indication. 

Most important, now as before, is prophylaxis. 
In the pre-operative treatment, digitalization plays 
an important part. Recently, Walters of the Mayo 
Clinic, has tried out prophylactic thyroxin treat- 
ment. The surgicotechnical prophylaxis (accurate 
hemostasis, careful asepsis, and careful handling of 
the tissues) is well known. In the after-treatment 
great importance is attached to gymnastic exercises 
following operation or during the puerperium. 
Mayer cites the figures of Walthard which show 
only 6 fatal embolisms among 32,632 puerperal 
women who were given gymnastic exercises. How- 
ever, in the author’s cases treated by gymnastic ex- 
ercises embolism has been more frequent than in 
those in which gymnastic exercises were not used. 
Mayer believes that his patients have a constitu- 
tional predisposition toward thrombosis which is 
dependent upon their type, occupation, family, and 
race. H. Fuetu (G). 


ANZSTHESIA 


Ipsen, J.: The Arteries and Anzsthesia (Les artéres 
et l’anesthesie). Acta chirurg. Scand., 1929, lxv, 487. 


If during general anexsthesia the superficial tem- 
perature is taken on the foot under felt with a mer- 
cury thermometer, it will be found that under nor- 
mal conditions the temperature rises at the beginning 
of the anesthetization. The rise may be explained 
as being due to the elimination of a physiological 
spasm of the arteries of the foot. It ceases only 
when the patient has become completely anasthe- 
tized. 

In the cases reviewed by the author, the tempera- 
ture at the beginning of the rise averaged about 30 
degrees C., but varied between 24 and 34 degrees. 
When it ceased to rise, it had usually reached from 
34 to 36 degrees C. Ipsen was unable to note a corre- 
sponding rise of the superficial temperature in other 
parts of the body except in the lowermost part of the 
leg. In children under ten years of age the initial 


temperature was on the average higher, and in per- 
sons beyond fifty years of age it was lower than in 
young adults. In the older persons it rose only up to 
between 32 and 33 degrees. Having once risen, it 
remained fairly constant in most cases, even during 
prolonged operations. 

Of 400 operations, considerable deviations (18 
per cent) were noted in 72. Some of these deviations 
could be explained by local influences. Thus, for in 
stance, the temperature did not rise when an 
Esmarch bandage had been applied to the leg, and 
it did not rise on the affected side in cases of em- 
bolism. In cases with a local process in one foot the 
initial temperature was sometimes considerai)|; 
higher in the involved foot than in the normal foot, 
but ultimately the temperatures of both feet \cre 
about the same. In cases of damage to the sciatic 
nerve (war lesions), the temperature rose only on ‘he 
normal side. It was noted also that whenever the 
sympathetic ganglia were affected during the opera 
tion, as in severe kidney operations, the temperature 
fell on the same side. In affections of the central 
nervous system, such as meningitis and syrinyo 
myelia, other irregularities in the temperature curve 
were noted. 

In addition to these cases, there were 35 otlicrs 
in which the curve of the foot temperature was «}) 
normal, showing no rise or only a slight rise or else a 
fall in both feet after the normal rise. Nine were 
those of patients over fifty-five years of age, must 
of whom showed only a siight rise or none at all. Of 
9 younger patients who showed no rise, the majori! 
were in poor condition, suffering from peritonitis or 
some other severe complication. In 1 case with: no 
rise in the temperature, collapse with arrest of the 
respiration and pulse occurred at the end of a si 
ple appendectomy. This was the only case of afte: 
collapse that the author has observed. A secondary 
fall in the temperature of 2 or more degrees occurred 
in 17 cases. 

It was found that of the patients with normal 
temperature curves, 7.4 per cent died, whereas of the 
patients with an abnormal temperature curve, 4 
per cent died. 

The author discusses in some detail his th: 
that the abnormal course of the temperature cu: 
was due to a shock-like condition in which large a 
well as small arteries contracted. In agreement 
this theory was the fact that the temperature in the 
foot ceased to fall and sometimes even rose follow- 
ing the intravenous injection of gum-Arabic i 
line solution to relieve shock. 


Dassen, R.: Mental Confusion, Severe Headaclie, 
and Parinaud’s Syndrome After Spinal An:s- 
thesia (Confusion mental, cefalea grave y sindrome 
de Parinaud después de una raquianestesia). 
ana méd., 1930, XXxvii, 153. 

A man thirty-six years of age was operated on 
under spinal anesthesia for inguinal hernia. | he 
postoperative course was normal. When the patient 
left the hospital eleven days after the operation he 
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had a slight headache. The headache increased to 
such an extent that he was re-admitted to the hos- 
pital twenty-five days later. He then showed a 
psychosis of the type of mental confusion with in- 
tervals of oneiric delirium, but neurological exami- 
nation was negative and there were no signs of men- 
ingitis. The headache was of the classical type that 
sometimes follows spinal anesthesia or lumbar punc- 
ture. The patient had an azotemia of 0.57 per thou- 
sand, but this could hardly have caused a headache 
so severe. Although a history of chancre was given, 
the Wassermann test was negative and specific 
treatment was without any very definite effect. 
Moreover, the patient began to show improvement 
in two weeks and finally recovered entirely with no 
changes in the nervous system, another indication 
that syphilis was not the cause. 

From this case and similar cases cited from the lit- 
erature, the author concludes that spinal anesthesia 
should not be used when it is possible to employ 
general anesthesia. Aubrey G. Morcan, M.D. 


Hendersen, V. E., and Lucas, G. H. W.: Cyclo- 
propane: A New Anesthetic. Anes. & Anal., 
1930, 1X, I. 

Cyclopropane, an isomer of propylene, is prepared 
from trimethylene bromide. 

The authors report experiments in which cyclo- 
propane was used as an anesthetic for cats and dogs. 
The amount of the gas required ranged from 10 to 
15 per cent. The.remainder of the mixture consisted 
of varying amounts of oxygen and air. Toxic fea- 
tures were noted when concentrations of from 18 
to 20 per cent were used and were manifested prin- 
cipally by a fall in the blood pressure and slow, 


shallow respirations. Anesthesia became established 

in four or five minutes. Following removal of the 

gas, consciousness usually returned in five minutes. 
VERNE G. Burpen, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Meleney, F. L.: How Can We Insure the Sterility of 
Catgut? Surg., Gynec. & Obst., 1930, 1, 271. 

It has been proved that in certain instances cat- 
gut was the source of postoperative tetanus and 
gangrene. This report is based on a study made in 
codperation with the American College of Surgeons 
to determine a standardized process for the prepa- 
ration of catgut which would insure its sterility. 

Of eighty-three specimens of raw surgical catgut 
examined to determine the presence of pathogenic 
anaérobes, the organisms were found in thirty-eight. 
In the thirty-eight positive specimens there were 
forty-two strains of pathogenic spore-forming anaér- 
obes including all of the three common species of 
gas-gangrene organisms. 

Meleney concludes with the statement that in the 
consideration of any sterilizing process to be applied 
to catgut it must be assumed that any or all of the 
well-known gas-gangrene spore-forming anaérobes 
are present in the material. Tests to determine the 
sterility of the final product after it has passed 
through the sterilizing process must be able to bring 
to life any organism which may be present. The 
media and the method must be favorable to culti- 
vate the anaérobes which require the strictest anaér- 
obic environment, and a sufficiently long incubation 
time must be allowed for the organisms to make 
themselves manifest. VERNE G. BuRDEN, M.D. 
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ROENTGENOLOGY 
Schoenig, A.: The Reticulo-Endothelial System 
under the Influence of the Roentgen Ray and 
Its Relations to Roentgen Intoxication (Ueber 
das reticuloendotheliale System unter Roentgen- 
wirkung und seine Beziehungen zum Roentgen- 
kater). Strahlentherapie, 1929, xxxili, 55. 

The effect of therapeutic roentgen irradiation on 
the reticulo-endothelial system was studied with the 
aid of the Congo-red method. Immediately after 
irradiation with castration and carcinoma doses a 
reduction in the function of the reticulo-endothelial 
system was noted. A close parallelism between the 
level of the Congo-red index and roentgen intoxica- 
tion was demonstrated. When the absorptive power 
of the reticulo-endothelial system for the dye was 
poor, a marked intoxication developed, and when 
the absorptive power was good, intoxication did not 
occur. The absorptive power of the reticulo- 
endothelial system for the Congo-red seemed to 
correspond to its power of absorbing tissue toxins. 

Roentgen intoxication is considered a sign of 
intoxication of the body by the products of cell de- 
struction. Its severity depends upon the amount of 
such products which is formed under. the influence 
of the roentgen rays and the power of the reticulo- 
endothelial system to absorb them. As roentgen 


intoxication is the expression of a basic change, es- 
pecially of the protective apparatus of the organism, 
an attempt should be made to prevent it by adminis- 
tering the therapeutic dose in several sittings. 

H. HeIpier (G). 


Ewing, J.: Factors Determining Radioresistance in 
Tumors. Radiology, 1930, xiv, 186. 

The factors determining radioresistance in tumors 
are numerous. In neoplasms in which radioresist- 
ance is due to the adult character of the stroma, the 
best results are obtained with repeated full doses 
given with the object of restraining growth. As an 
illustration the author cites a case of osteogenic sar- 
coma of the femur in a girl eighteen years of age. In 
this case, thirteen X-ray treatments of high voltage 
which were given over a period of two years resulted 
in devitalization of the cellular portion of the tumor 
without a reduction in its size. The fact that no 
metastases occurred in two and one-half years is 
attributed to the effects of the irradiation. Chon- 
droma, chondrosarcomata, and neurofibromata may 
also be restrained in their growth and prevented 
from forming metastases by irradiation. In a chon- 
droma in a boy four years of age, cessation of growth 
and calcification resulted from persistent irradiation. 
Keloids are fibrous adult tumors that form an excep- 
tion to the rule of resistance; they respond slowly to 
full dosage. 


The adult character of epithelial cells and the sul)- 
stantial blood supply render adenomata and papil- 
lomata radioresistant. Adenomata of the breast and 
thyroid and epitheliomata of the skin, mucous mem 
branes, and larynx do not respond to full dosaze. 
Epitheliomata of the bladder usually require inter- 
stitial irradiation of the pedicle for their destruction. 
It is thought that in the case of these tumors the cut- 
ting off of the blood supply plays an important part 
in the effect of the treatment as it does in myomuata 
of the uterus which are types of adult tumors form 
ing an exception as regards radioresistance. 

Carcinomata are resistant in inverse proportion to 
the degree of anaplasia. The differences in the de 
gree of anaplasia of carcinomata are so great a: to 
warrant attempts at grading these tumors according 
to radiosensitivity. 

In mixed tumors one element may be sensitive 
and another resistant and sterilization of the malig 
nant portion without an appreciable change in size 
of the tumor may lead to the false impression of 
radioresistance. Mixed tumors of the testis may 
remain unaltered in size following irradiation though 
deprived of their capacity for growth. 

Very vascular giant-cell tumors present a special 
type of spurious resistance. 

The nature of the tumor bed influences resistance 
Fatty tissue increases resistance to irradiation, this 
being one of the reasons why mammary cancer is 
often relatively radioresistant. 

Infected tumors which are the site of exudative 
inflammation do not react well to irradiation. ‘he 
poor results obtained when regression is sought indi- 
cate the influence of the environment of the tumor. 
Acquired resistance is undoubtedly built up. Tumor 
cells seem capable of adapting themselves to the 
effects of rays and later becoming very active. 
However, Ewing believes that in over-irradiated 
tissues there is a loss of growth restraint. 

The natural history of tumors is a guide to irracia- 
tion therapy. It is thought by many that all tumors 
possess unlimited powers of growth and unless they 
are dealt with summarily they will continue to grow 
indefinitely. This assumption is not justilicd. 
Chondromata often cease to grow after the bones 
have reached their full development. Fibrosar- 
comata may continue a very slow growth over many 
years without forming metastases. Salivary gland 
tumors have a limited growth capacity. Restraint 
of the growth of benign tumors seems to be a large 
field for irradiation therapy. 

In mixed tumors of the salivary glands, which may 
fail to show an immediate response to irradiation, a 
10 to 20 per cent reduction in growth capacity may 
be produced by irradiation after a year, the neop|ism 
being reduced to a harmless, quiescent mass and | hie 
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function of the facial nerve preserved. In a case of 
recurrent spindle-cell periosteal sarcoma treated 
heavily by irradiation for four months without ap- 
parent effect, regression began after six months and 
the tumor finally disappeared never to recur. In the 
case of a child one year old a lymphangioma of the 
tongue presenting a protruding ulcerating mass 
gradually stopped growing after persistent irradia- 
tion and at the age of six the child was normal and 
had good function of the tongue. Juvenile myxosar- 
coma of the nares or pharynx not infrequently yields 
to persistent small doses of irradiation. The mecha- 
nism by which irradiation affects the growth of re- 
sistant tumors should be further investigated. 
A. James Larkin, M.D. 


Sante, L. R.: A Rational Method of Procedure in 
the Irradiation of Malignant Tumors. Am. J. 
Roentgenol., 1930, xxiii, 57. 

The effect of irradiation is dependent upon its 
selective action on certain radiosensitive cells, inter- 
ference with cell nutrition through its effect on the 
blood supply of the tumor, and possibly its influence 
on general resistance to tumor growth. Reactions 
to irradiation are classified as autolytic, necrotic, 
and growth-restraining. 

The author recognizes the advantages of grading 
tumors histologically, but states that it is his rule 
to forego biopsy if securing the specimen entails 
breaking through the zone of normal tissue sur- 
rounding the tumor. 

Sante’s dictum is, ‘‘ Never consider any malignant 
growth, no matter how small it may be or how 
slight the involvement may seem, to be insignificant, 
and conversely, never consider any malignant 


‘below the groin. 


growth, no matter how large or extensive it may 
seem, to be hopeless until it has been given the test 
of irradiation.”’ If complete regression occurs within 
three or four weeks following a single intensive 
course within the tolerance dose of irradiation, the 
tumor is of the very sensitive type. 

If the tumor shows partial regression, the cells 
are at least somewhat more sensitive than normal 
body tissues. More vigorous treatment by the 
Pfahler saturation method or by interstitial irra- 
diation should be given. 

When no regression results, it is doubtful if any 
amount of irradiation short of that capable of caus- 
ing necrosis of normal tissues will destroy the tumor. 
Only growth restraint can be hoped for. 

C. D. HAAGENSEN, M.D. 


Zondek: Late Injury After Roentgen Irradiation 
(Spaetschaedigung nach Roentgenbestrahlung). 
Ztschr. f. Geburtsh. u.Gynaek., 1929, xcvi, 167. 

The author reports the case of a woman fifty-one 
years of age who, following a series of thirty-four 
roentgen irradiations administered twenty years 
previously for pruritus vulvie, developed a carci- 
nomatous ulcer of the skin as large as a 5-mark coin 
on the inner aspect of the left thigh, a hand’s breadth 
Excision of the carcinoma in 
healthy tissue was followed by good cicatrization, 
but two years later the patient developed a second 
carcinoma which extended from the frenulum of the 
labia almost to the anal opening. The second 
carcinoma will be treated with radium. The author 
is convinced that the carcinomata were due to the 
skin injury produced by the roentgen irradiation. 

WEHEFRITZ (G). 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Newburgh, L. H., and Johnston, M. W.: Endoge- 
nous Obesity—A Misconception. Ann. Int. 
Med., 19309, iii, 815. 

It is well known that certain obese persons fail to 
lose weight during a period of observation in which 
they are restricted to a low calorie diet. This phe- 
nomenon has been attributed to abnormality of en- 
docrine glands, especially the hypophysis, thyroid, 
and gonads. Those who support the endocrine gland 
hypothesis assume a precarious position as they 
deny the principle of the conservation of energy and 
disregard the quantitative facts that form the foun- 
dation of our knowledge of energy transformation 
by man. 

The authors cite the case of an obese young 
woman who required 2,300 calories to maintain her 
weight. An abrupt decrease in the energy value of 
the diet to 1,500 calories was followed by a rapid 
loss of weight lasting two days, but during the next 
eleven days no weight was lost in spite of the un- 
doubted calorie deficiency of the food. Another pa- 
tient gained 3 |b. in nineteen days on a diet far below 
her maintenance requirement. 

The possibility that these patients might have 
received extra food was ruled out by the fact that 
they were under constant supervision in especially 
constructed rooms, and that laboratory analyses of 
the diets were made to make certain that they re- 
ceived only the energy allowances prescribed. 

In order to predict the change in weight that will 
occur on a diet of a known caloric value, it is neces- 
sary to measure the outflow of energy during the 
period of observation. The authors used a modifica- 
tion of the method of Benedict and Root. Benedict 
and Root have shown that under certain conditions 
which are easily established, the weight of the insen- 
sible perspiration is parallel with the metabolic rate 
in the basal state. If the gain or loss of weight for 
each twenty-four hours is corrected for the weight 
of the food and drink on the one hand and for the 
weight of the urine and fzces on the other, the result 
is the weight of the insensible perspiration for the 
period. By reference to the proper table, this value 
may be directly converted into the total loss of heat 
for the twenty-four hours. 

In studies made on a normal young man in bed, 
the authors found that when a diet with a known 
deficit of 600 calories was given the subject gained 
1 lb. in five days. This response of the normal man 
made it clear that the ability to maintain the original 
weight when the diet yields less energy than is used 
is not characteristic of any particular type of obesity, 
but is dependent upon the composition of the diet. 
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An obese young woman with a maintenance diet 
of 2,500 calories was put on a high carbohydrate 
(260 gm.) diet yielding 1,800 calories. For ten days 
a slow steady loss of weight occurred. When the 
carbohydrate was suddenly reduced to 42 gm. daily, 
the weight declined rapidly for a short time, but 
then remained constant for nine days. Accordingly, 
this subject was first made to lose weight progres- 
sively and then to maintain her weight by the suc- 
cessive use of two diets which were about equal in 
energy value, but widely different in their carbo- 
hydrate content. 

The literature does not reveal the length of time 
that weight may be maintained on a diet deficient 
in calories, but the authors’ observations show it to 
be a matter of days, the longest period being sixteen 
days. In the case of an obese young woman who was 
given a diet containing about one-half her calorie 
requirement, essentially no weight loss was noted 
for ten days. Then, abruptly, a continuous rapid 
loss occurred until the thirteenth day, when the pre- 
dicted weight was reached. The ultimate weight 
was predicted by converting the caloric deficit for 
thirteen days into the weight of the adipose tissue 
that would be oxidized by the subject if her me- 
tabolism conducted itself in accordance with the 
physical principles that apply to normal persons. 

By comparing the total heat production and the 
total nitrogen output with the energy value and 
composition of the diet, it is possible to calculate 
precisely the weight of the body tissue oxidized to 
furnish the portion of energy given out but not con- 
tained in the diet. This gives the composition and 
the amount of body tissue destroyed. 

From their attempts to determine the water ex- 
change in their subjects, the authors conclude that 
the organism is very unstable with regard to water. 
Even in nutritional balance the body may increase 
or diminish its percentage of water from day to day. 

A low carbohydrate diet causing undernutrition 
will destroy large amounts of glycogen and cause a 
rapid weight loss for several days. A second phase 
then occurs with progressive water retention by the 
tissues. After several days the extra water is all 
given off, and at the end of this third phase the total 
loss of weight from the inception of the underfeeding 
corresponds to the calculated weight of the tissues 
destroyed. : 

In conclusion, the authors state that obesity 1s 
always caused by an over-abundant inflow of 
energy. The excess is deposited as fat. The dispro- 
portion arises from over-indulgence and ignorance 
or a condition such as lessened activity or a lowered 
basal metabolic rate. If the long-established food 
habits do not respond to the lessened demand, 
obesity is inevitable. Morris A. SLocum, M.D. 
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GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Loehr, W.: Infection with Anaérobic Gas-Forming 
Bacilli, Particularly Its Significance in Surgical 
Affections (Die Infektion mit anaeroben Gasoed- 
embacillen, insbesondere ihre Bedeutung als Infek- 
tionserreger chirurgischer Erkrankungen). Schweiz. 
med. Wehnschr., 1920, i, 433. 

The author limits his discussion to surgical con- 
ditions in which an anaérobic infection had been 
demonstrated definitely. As a result of the system- 
atic investigations of Zeissler, it is now known that 
there are only fourteen or fifteen anaérobes which 
may be considered of pathogenic importance. In the 
first group of gas-oedema bacilli are Fraenkel’s gas 
bacillus, the cause of typical gas gangrene, Novy’s 
bacillus of malignant oedema, the anthrax and para- 
anthrax bacilli, and bacillus histolyticus. A pure in- 
fection by the last-named micro-organism has never 
been observed in man, but a mixture of this bacillus 
with the other gas-ocdema organisms is extremely 
dangerous. In a second group, Zeissler places apath- 
ogenic spore formers, and in a third group, the pure 
toxin producers such as the tetanus and botulinus 
bacilli. 

The examination for anaérobes is tedious because 
of the great difficulty in isolating the organisms. ‘The 
bacilli live in symbiosis with each other and with 
aérobes and it is difficult to separate them from the 
symbiotic relationship. As a thorough bacteriolog- 
ical examination will take too long for prophylactic 
and therapeutic purposes in most cases, it is of great 
value to know the clinical manifestations of the vari- 
ous types. 

The best known form of anaérobic infection is gas 
phlegmon or gas ceedema. It must be emphasized, 
however, that gas formation does not always occur 
and therefore the diagnosis is not always obvious. 
Moreover, anaérobic sepsis may occur without typi- 
cal local manifestations. A good example of anaérobic 
infection without gas formation is anaérobic peritoni- 
tis after gas gangrene of the uterus, or, more rarely, 
anaérobic infection of the fetus. In animal experi- 
mentation it has never been possible to cause gas 
formation in the abdominal cavity by infection with 
anaérobes although in other parts of the body these 
organisms have always caused typical gas gangrene. 
Another example of gas-gangrene infection without 


gas formation is anaérobic sepsis which closely re- 
sembles other forms of sepsis and can be recognized 
only from the results of cultures of the blood or the 
formation of metastatic gas abscesses. The author 
cites also a form of gas oedema following injections, 
thirty cases of which have been reported to date. He 
states that when we consider how frequently anaér- 
obic spores can be demonstrated on injection instru- 
ments and in injection fluids, it appears evident that 
these infections are much more common than is 
generally believed. However, in most cases a suit- 
able medium is not present for the development of 
the organisms. In spite of the fact that much of our 
food contains numerous anaérobes, these organisms 
rarely occur in the stomach because the stomach does 
not provide a nutrient medium suitable for them. 
They are quite rare also in the upper portions of the 
healthy small intestine, but occur more often in the 
lower portions of the small intestine and in the colon. 
In the author’s opinion, the incidence of gas-gan- 
grene of the gastro-intestinal tract as given in reports 
in the war literature is too high as these reports were 
based chiefly on autopsy findings. Loehr believes 
that it is the good circulation of the gastro-intestinal 
tract which protects this part of the body from gas- 
bacillus infection as there is certainly no specific de- 
fense mechanism. He states that a normal loop of 
intestine becomes subject to anaérobic invasion only 
when its nutrition is disturbed, as in ileus, or when 
it is exposed to concentrated toxins (appendicitis). 
Kinks and enteroliths hinder the self-cleansing action 
of the intestine; therefore it is not surprising that 
gangrene of the appendix often extends only up to 
an enterolith. Although the abdominal cavity does 
not become specifically infected by anaérobes, it is 
affected by the general deleterious action of the 
toxemia. The resulting vascular paralysis causes 
engorgement of the blood vessels and a serous or 
hemorrhagic exudate in the abdominal, thoracic, and 
cranial cavities, although a true gas phlegmon of 
these parts is not observed during life. 

The préphylaxis and treatment of all gas-oedema 
infections consists of proper surgical treatment and 
serotherapy. The very favorable results obtained by 
the French in the World War and in Morocco indi- 
cate that we should employ serotherapy prophylac- 
tically in all conditions in which anaérobic infection 
is feared. Deus (Z). 
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